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Abstract 
During adolescence, the frequency of depression increases sharply, particularly for girls 
(Pratt & Brody, 2014). Relatedly, research indicates an association between emotion regulation 
skills and depression (Sanders, Zeman, Poon, & Miller, 2014), and between peer relationships 
and depression (Parker & Asher, 1993). The present study examined longitudinal and concurrent 
relations between the potential protective factors of emotional competencies and friendship 
quality against the development and maintenance of depressive symptoms in adolescents. Data 
were collected at two time points (M = 22 months) from 109 youths (T1, Mage = 12. 66 years; T2, 
Mage = 14. 50 years, 55. 9% female, 77. 8% White), who responded to questions assessing 
friendship quality with a reciprocated same-sex best friend, emotional competencies, and 
depressive symptomology. To gain an additional perspective, mothers reported on their child’s 
depressive symptoms. Multiple regression analyses indicated that anger dysregulation 
longitudinally positively predicted child-reported depressive symptoms for girls only. Sadness 
regulation and anger inhibition negatively predicted concurrent child-reported depression in boys 
only, and sadness dysregulation negatively predicted mother-reported depressive symptoms in 
boys only. For boys and girls, poor emotion awareness, reluctance to express emotion, anger 
dysregulation, and sadness inhibition positively predicted depressive symptoms whereas anger 
coping negatively predicted depressive symptoms concurrently.  Lower friendship quality 
predicted higher child-reported symptoms concurrently and longitudinally. Friendship help and 
guidance negatively predicted longitudinal child-reported depressive symptoms for boys only, 
and friendship companionship negatively predicted child-reported depressive symptoms 
concurrently for girls only. Further friendship validation negatively predicted child-reported 
depressive symptomology concurrently for both genders, and conflict resolution negatively 
predicted child- and mother-reported depressive symptomology concurrently for both genders.  
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These findings emphasize the need to examine further both emotion regulation and peer 
relationships as antecedents of adolescent depression.  
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Introduction 
During adolescence, the frequency of depression increases sharply, particularly for girls 
(NIH; National Institute of Health, 2012). Relatedly, research indicates a connection between 
emotion regulation skills and depression such that less sadness and anger emotion regulation 
coping are associated with more depressive symptoms (Sanders et al., 2014). During this 
developmental stage, friendships also become increasingly influential on the development of 
youth’s emotional competencies (Hubbard & Dearing, 2004). Understanding the relation 
between friendship quality and depression is vital because prior research indicates that having at 
least one high quality friend provides many protective benefits including higher global self-worth 
and social competence, and fewer internalizing problems (Rubin, Bowker, Booth-LaForce, 
Burgess, & Rose-Krasnor, 2006). There is a body of research concerning how poor emotion 
regulation is related to depression using adult samples (Ehring, Tuschen-Caffier, Schnülle, 
Fischer, & Gross, 2010; Joormann & Gotlib, 2010), but there is a lack of knowledge about how 
the quality of best friendships may influence emotion regulation, and together, how they may 
buffer against the experience of depressive symptoms, particularly during adolescence.  
Depression 
Depressive disorders are characterized by a persistent emotion state that involves feelings 
of sadness and loss of interest or pleasure in most activities, in conjunction with disturbances in 
sleep, appetite, concentration, and energy (Kazdin, 2000). Major depressive disorder (MDD) in 
particular is one of the most predominant psychiatric disorders among adolescents aged 13 to 18 
affecting approximately 5.9% of girls and 4.6% of boys (Costello & Angold, 2006). According 
to the National Survey on Drug Use and Health (Substance Abuse and Mental Health Services 
Administration, 2014), 2.2 million adolescents aged 12 to 17 suffered from at least one major 
depressive episode. Further, it has been noted that one-quarter of the initial onset of depression 
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occurs between the ages of 12 and 19 (Kessler et al., 2005), and early onset depression is 
associated with a chronic, episodic course of illness during adulthood (Costello, Erkanli, 
Fairbank, & Angold, 2002). Major Depressive Disorder (MDD) has a sporadic, recurring nature 
that is evident across both community and clinical samples. Approximately 75% of MDD 
episodes end within 6 to 15 months in community samples (Keller, Beardslee, Lavori, Wunder, 
& Samuelson, 1988). Within 6 years, the reoccurrence rates reach 45% (Lewinson, Rhode, 
Klein, & Seeley, 1999). In clinical samples of adolescents, the 1-year recovery rates after 
treatment range from 81% to 98%, but 3-year recurrence rates were 54% among outpatients 
(Kovacs, 1996). Further, rates rise to over 60% in one year for inpatients (Emslie, Weinberg, 
Gullion, Rintelmann, & Hughes, 1997). Due to the associations between adolescent depression 
and chronic depression in adulthood, it is important to understand the effects, symptoms, factors, 
and risks that may exacerbate the process.  
Adolescent depression has been associated with negative long-term outcomes, including 
impairment in both school and work, trouble with interpersonal relationships, and substance 
abuse (Gladstone, Beardslee, & O’Connor, 2011). It is associated with risk of suicide and risk of 
adult depression (Lewinsohn et al., 1999). Further, depression in adolescents is more frequently 
misdiagnosed or ignored than in adulthood (Fletcher, 2008). This trend may be due to the 
increased prominence of normative bouts of irritability, mood reactivity, and fluctuating 
symptoms seen during adolescence (Kessler et al., 1996). The confusion in diagnosing MDD in 
adolescents may also be a result of the primary symptoms being associated with other 
maladaptive functioning, such as unexplained physical symptoms, eating disorders, anxiety, 
refusal to attend school, decline in academic performance, substance misuse, or behavioral 
problems (Garmy, Jakobsson, Carlsson, Berg, Clausson, 2014).  
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The manifestation of adolescent depression is associated with a variety of gender 
differences. Divergence in depressive symptoms and disorder as a function of gender becomes 
most salient in adolescence, particularly middle to late adolescence. Specifically, girls display 
more internalizing symptoms than boys starting in early adolescence and lasting throughout most 
of adulthood (Hankin & Abramson, 1999; Kuehner, 2003). Further, research using community 
samples has revealed that more girls than boys display markers portending depression and 
depressive mood (Angold, Erkanli, Silberg, Eaves, & Costello, 2002). Starting in early 
adolescence, girls also exhibit more clinical depression than boys (Costello, Mustillo, Erkanli, 
Keeler, & Angold, 2003). Therefore, early and middle adolescence are important developmental 
stages in which to study the potential reasons for the emergence of depression.  
One reason posited for the increase in adolescent depression is exposure to stressors. In 
terms of specific types of stressors, girls report more relational stressors, such as greater 
emotional engagement in the problems of their family members and peers (Gore, Aseltine, & 
Colten, 1993; Rose, 2002). However, boys experience more achievement stress (Leadbeater, 
Blatt, & Quinlan, 1995; Rudolph & Hammen, 1999). In addition to the role of stressors, there are 
also certain risk factors that have been associated with increased risk for youth depression 
including low self-esteem, negative body esteem, lack of social support, negative cognitive 
perceptual style, and ineffectual coping (NRC; National Research Council, 2009). Other risk 
factors that may indirectly affect the manifestation of depression include poverty, exposure to 
violence, social isolation child abuse, and family disintegration (NRC, 2009). The prevalence of 
these risk factors further illustrates the complexities involved in understanding the processes that 
underlie the manifestation of adolescent depression.  
The stressors and risks that initiate the manifestation of youth depression can be 
diminished through protective factors such as the presence of supportive adults, strong family 
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relationships, strong peer relationships, coping skills, and skills in emotion regulation (NRC, 
2009). Beardslee and Podorefsky (1988) studied a subset of resilient youth whose parents had 
experienced depression. They found that several factors that encouraged resiliency including a 
focus on completing age-appropriate developmental tasks, having strong interpersonal 
relationships, and fully grasping the complexities of their parent’s depression. For parents, they 
found that resilience was associated with a commitment to parenting despite depression, and 
embracing interpersonal relationships.  
Given the high prevalence, costs, reoccurrence, and impairment associated with youth 
depression, efforts to create preventative methods to curb depression are needed. The importance 
and emergence of developing such preventative interventions was highlighted by the Institute of 
Medicine (IOM) Report (NRC; National Research Council and Institute of Medicine, 2009). 
Exploring preventative measures may be the key to decreasing the burden of adolescent 
depression on society, particularly by focusing on interpersonal relationships between 
adolescents and their peers, which may provide some protection against the development and/or 
manifestation of depression symptoms. One aspect that is important in establishing and 
maintaining strong friendships is the ability to manage negative emotional arousal in social 
contexts.  
Emotion Regulation 
Emotion regulation encompasses understanding and integrating emotional information 
from the social environment while managing emotional behaviors (e. g., facial expressions) that 
help a person achieve social and intrapersonal goals (Zeman, Cassano, Perry-Parrish, & Stegall, 
2006). Emotion regulation can occur with or without conscious awareness, and involve 
modification of either the emotion-arousing situation or an individual’s response to it (Diamond 
& Aspinwall, 2003; Gross, 1999). Emotion regulation is most notable because emotions are 
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described as “multi-componential processes” (Gross, 2002, p. 282) that change over time. That 
is, emotion can be described by the intensity and fluctuations in emotional states. The regulation 
of these emotion dynamics is central to emotion regulation.  
In adolescence, emotion regulation skills increase in number and complexity, especially 
through the internalization of emotion regulation such as self-reflection (Holodynski & 
Friedlmeier, 2006). The increase in skills is seen in the use of emotion regulation strategies in 
order to manage emotional expressivity and cope with emotion in adaptive ways (Suveg & 
Zeman, 2004). The expression of emotion specifically focuses on the ability to increase, 
maintain, or decrease the expression of positive and negative emotions in ways that are sensitive 
to the social context in which the emotions are evoked. Emotion regulation coping strategies 
include the use of situation selection, such as avoiding the emotion-eliciting situation (Gross, 
2002). Other coping strategies include situation modification, such as changing an emotion-
eliciting subject, or attention deployment, such as focusing on one aspect of the situation (Gross, 
2002). The improvements in emotion regulatory skill have been shown to be a manifestation of 
both cognitive growth (Steinberg, 2005) and socialization processes (Saarni, Mumme, & 
Campos, 1998).  
Further, as adolescents’ emotion regulation skills improve, their decisions become more 
differentiated because of changes in motivation, emotion type, and social factors (Gnepp & Hess, 
1986). Adolescents' increased understanding of the interpersonal consequences of emotion 
expressivity and changing social relationships with parents and peers influences their decisions 
to express certain emotions to particular individuals (Fuchs & Thelen, 1988). This self-awareness 
of emotion expressiveness may be because adolescents’ relationships with their peers are more 
egalitarian than in parent-child relationships (Perry-Parrish & Zeman, 2011). This change may 
also support the notion that receiving feedback on the expression of their emotions from peers 
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helps to further develop youths’ emotional competency, which includes the foundational skill of 
emotion regulation (Saarni, 1998).  
Emotion Regulation and Depression 
The ability to successfully regulate emotion states is central to psychological health, 
notably; emotion dysregulation is prominently seen in mental illness (Gross & Munoz, 1995). 
This association may be particularly true for mood disorders, namely, depression. Particularly, 
since depression is characterized by “deficits of positive affect and/or an excess of negative 
affect” (Gross & Levenson, 1997, p. 95). These characteristics may start to become organized, 
rigid patterns during childhood, where children learn ways of expressing their emotions in social 
contexts (Zahn-Waxler, Klimes-Dougan, & Slattery, 2000).  
The core aspects of depression involve depressed mood (or irritable mood in children and 
adolescents) and loss of interest or pleasure (Kazdin, 2002). Due to these aspects, difficulties in 
both up-regulating positive emotion and down-regulating negative emotions have been closely 
associated with depression (Cole, Michel, & Teti, 1994). Research suggests that preadolescents 
with internalizing problems are more likely to express sadness (Eisenberg et al., 2001). Further, 
depressed adolescents report significantly more dysregulated negative emotion expression like 
sobbing or slamming doors (Zeman, Shipman, & Suveg, 2002). Sheeber, Allen, Davis, and 
Sorenson (2000) investigated the effect of emotion regulation on depressed and non-depressed 
adolescents by observing youth and their mothers solving tasks. Specifically, during parent–
adolescent interactions, depressed adolescents maintained their depressive affective states for a 
longer duration in comparison to a control sample (Sheeber et al., 2000).  
Silk, Steinberg, and Morris (2003) further examined the association between emotion 
regulation and emotional problems among adolescents. A sample of 152 adolescents in grades 7 
and 10 completed measures on emotion dynamics specifically anger, sadness, and nervousness. 
EMOTION AND FRIENDSHIP ON ADOLESCENT DEPRESSION                                                        14 
 
Participants were assessed using experience sampling in which adolescents completed questions 
every school hour for one week. Participants reported on how angry, sad, or nervous they felt at 
an hour before the assessment and at the time of the assessment. Participants also completed 
measures on depression and their ability to use emotion regulation strategies. Adolescents who 
reported more intense emotions and less emotion regulation reported more depressive symptoms. 
Adolescents who responded to negative emotions with denial or rumination were less effective in 
regulating negative emotion, and those who had greater use of these strategies had higher levels 
of depressive symptoms and problem behavior. When adolescents responded to their emotions 
by disengaging, denial or avoidance, or reacted to their anger or sadness involuntarily or 
impulsively, they maintained higher levels of anger and sadness intensity. The findings from this 
research provide further support of the strong association between emotion dysregulation and 
internalizing symptoms.  
 Garber, Braafladt, and Weiss (1995) compared emotion regulation skills reported by 
depressed and non-depressed school-age children. The results indicated that children and 
adolescents with depressive disorders reported using less problem-focused and active distraction 
strategies, and significantly more avoidant or aggressive strategies, than the control group. The 
authors concluded that depressed adolescents had a more limited repertoire of emotion regulation 
strategies, used less effective strategies, such as avoidance strategies, or failed to use strategies 
within their skillset, and were less likely to believe that their strategies would be effective.  
  Lougheed and Hollenstein (2012) evaluated whether using more than one emotion 
regulation coping method was more effective in reducing the manifestation of internalizing 
symptoms. Using a community sample of 177 adolescents 12 to 16 years old, they examined the 
emotion strategies of reappraisal, suppression, concealing, emotional engagement, and adjusting, 
and their relations to internalizing symptoms. Adolescents who reported higher use of one or two 
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strategies also reported higher levels of internalizing problems. In contrast, adolescents with 
average to high reported use of more than two strategies reported lower levels of internalizing 
problems. The results highlight the importance of having different emotion regulation strategies 
to use and that a limited emotion strategy repertoire in adolescence may be associated with 
internalizing problems.  
Research has also indicated that emotion regulation strategies used within adolescent 
friendships can affect the emergence of maladaptive emotion coping. Klimes-Dougan and 
colleagues (2014) examined the ways through which friends socialize emotions during 
adolescence. A sample of 205 adolescents 11 to 17 years old completed measures on how their 
friend would respond to their emotional expressivity and questionnaires about internalizing and 
externalizing symptoms. Six categories of peer reactions were determined including: (a) 
rewarding their friend for sharing their emotions, (b) neglecting their friend’s emotional 
expression, (c) overriding their friend’s response by encouraging them to feel better, (d) 
magnifying the situation by expressing the same emotion, (e) overt victimization (e. g., pushing 
their friend or hitting them), and (f) relational victimization (e. g., telling other people their 
friend’s secrets and saying mean things about them). The results suggest that more supportive 
responses, like reward and override, were not associated with psychopathology. However, 
magnify and relational victimization strategies were correlated with internalizing problems and 
externalizing problems whereas neglect and overt victimization were associated with 
externalizing problems. These findings suggest the feedback that friends receive on their 
emotional expressivity can affect the manifestation of internalizing symptoms. Notably, the 
association between emotion dysregulation and the emergence of depressive symptoms in youth 
has received considerable attention (Cole et al., 1994; Sheeber, et al., 2000). However, 
examining how emotion regulation efforts within a best friendship could affect depressive 
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symptoms for adolescents has not been studied and may have the potential to provide further 
insight into the effects of peer relationships on psychopathology, namely depression.  
Peer Relationships 
Peer relations are regarded as a central feature of adolescent social development, 
specifically because peer relations comprise a large portion of adolescents’ daily life (Kingery, 
Erdley, & Marshall, 2011), more time is spent socializing with peers than in any activity besides 
school, like working or studying (Fuligni & Stevenson, 1995). Due to this increase in time spent 
with peers, peer relations are notably quite different than those in earlier childhood (Bendt, 
1982). During this transformation of peer relationships in adolescence, intimacy within parent-
child relationships changes as well (Hunter & Youniss, 1982). Research has revealed that parent-
child intimacy is higher than friendship intimacy at 4th grade, but is eventually superseded by 
friendship intimacy by 10th grade (Hunter & Youniss, 1982). Although total time with family 
declined substantially across adolescence (Larson et al., 1996), the amount of time spent in 
communication with family, especially with mothers does not decrease. These findings support 
the notion that parent-adolescent relations may focus on further deepening of bonds rather than 
expanding the amount of time spent together. However, this increase in time spent with peers 
highlights the importance of peer relationships at this developmental stage.  
 Through their friendships, early adolescents begin to learn more about reciprocity, 
obligations, and endurance of friendship. Complex emotions such as trust and jealousy within 
friendship are interwoven into adolescents’ perceptions of loyalty and friendship exclusivity 
(Selman & Schultz, 1990). These intense emotions add to the complexities within peer 
relationships that may be difficult for preadolescents to navigate. Further, peer relationships 
during adolescence are perceived by youth as being more intense, intimate, and more influential 
than those formed during childhood (Berndt, 1982). Specifically, peer relationships in 
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adolescence deepen in terms of intimacy (Buhrmester, 1990) and acceptance of their friend 
(Shulman, Laursen, Kalman, & Karpovsky, 1997). Intimacy refers to the level of mutual trust, 
loyalty, and exclusivity within these adolescent friendships (Buhrmester, 1990). This intimacy 
supports the process of acknowledging one another’s feelings, and supporting each other 
emotionally.  
The prominent change in the intimacy of adolescent peer relationships may be due to 
increases in self-disclosure, or the sharing of personal or private thoughts and feelings between 
peers and actual knowledge of personal and private information about a friend, such as the 
friend's worries, fears, or personality traits (Selman, 1981; Shulman et al., 1997). Intimate self-
disclosure becomes a salient feature of friendship interaction during adolescence (Gottman & 
Mettettal, 1986; Parker & Gottman, 1989). Parker and Gottman (1989) speculated that the 
importance of self-disclosure in adolescent friendships is proportionate to the role it plays in 
assisting adolescents’ efforts to understand themselves and their significant relationships. As 
adolescents attempt to understand themselves and the world, they deepen the ties with others 
who experience this same phenomenon.  
 In terms of gender disparity in adolescent peer relationships, girls tend to exhibit a 
stronger need for peer relationships compared with boys (Cyranowski, Frank, Young, & Shear, 
2000). Similarly, adolescent girl peer relationships are marked with greater levels of intimacy 
and emotional support than boys (Buhrmester & Furman, 1987; Furman & Buhrmester, 1992). 
Further, girls emphasize more prominence in security and support within these peer relationships 
(Prinstein, Borelli, Cheah, Simon, & Aikins, 2005). This emphasis partially may be at fault for 
girls’ sensitivity to interpersonal stressors (Greene & Larson, 1991). Adolescent girls report more 
negative interpersonal stress than boys, specifically with peers (Benenson & Christakos, 2003; 
Rudolph & Hammen, 1999). Girls also report greater levels of negative affect and depression 
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associated with interpersonal stress than boys (Rudolph & Hammen, 1999; Rubin et al., 2001). 
Further, boys are more likely than girls to pursue goals that align with their self-interest (Rose & 
Asher, 1999), and portray themselves in a positive light (Rose & Asher, 2004). Boys are also 
more likely to maintain their personal privacy and attempt to control social situations than girls 
(Rose & Asher, 2004). However, boys are more often victims of overt or direct physical and 
verbal aggression or harassment by peers (Crick & Bigbee, 1998, Crick, Casas, & Ku, 1999), and 
boys are more likely to seek revenge when their peers do something they do not like (Rose & 
Asher, 1999).  
 However, research has indicated that using maladaptive strategies, like seeking revenge, 
can negatively affect intimacy within friendships. Children who responded to peer conflict with 
acts of revenge were less likely to have a best friend (Rose & Asher, 1999). Further, revenge-
focused children who had best friends had significantly higher conflict in their relationships. 
Using adaptive strategies like, rationalizing or trying to reach a resolution, instead of seeking 
revenge or being confrontational has been demonstrated to help maintain friendship intimacy and 
lessen conflict (von Salisch, 2001; von Salisch & Vogelgesang, 2005; von Salisch, Zeman, 
Luepschen, & Kanevski, 2014). Therefore, youth who can control their emotions and emotion 
strategies within their friendship are more likely to have a constructive relationship.  
Peer Socialization and Depressive Symptoms  
Peer socialization refers to the processes of influence or tendency of behaviors to spread 
through peer relationships over time (Hogue & Steinberg, 1995; Perry-Parrish & Zeman, 2011). 
This process of peer socialization becomes increasingly important during adolescence, because 
friendships at this stage are increasingly influential on the development of youths’ psychological 
and social well-being (Hubbard & Dearing, 2004). The majority of research regarding this 
process has focused on the role of socialization on the emergence of externalizing behaviors 
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within peer groups, such as alcohol abuse (Balsa, Homer, French, & Norton, 2011), drug abuse 
(Oetting & Beauvais, 1987), relational and instrumental aggression (Sijtsema, Ojanen, Veenstra, 
Lindenberg, & Hawley, 2009), and sexual behavior (Whitbeck, Yoder, Hoyt, & Conger, 1999). 
Although there are significant increases in externalizing behavior within the adolescent 
population, it is notable that the adolescent stage is also marked with a sharp increase in 
internalizing disorders, such as depression (Pratt & Brody, 2014).  
Understanding the associations between adolescents’ peer experiences and the 
manifestation of depressive symptoms is important to consider so that a clearer understanding of 
how friendship may protect against the emergence of depressive symptoms can be determined. A 
small body of research has examined the role of peer socialization on depressive symptoms 
(Conway, Rancourt, Adelman, Burk, & Prinstein, 2011). To date, the research has primarily 
focused on the types of peer relationships that may influence depressive symptoms, specifically 
best friendships (Borelli & Prinstein, 2006; La Greca & Harrison, 2005; Stevens & Prinstein, 
2005). This focus on close peer relationships, such as best friendships, may be due to the large 
number of similarities observed between two friends including academic interests, educational 
aspirations, and overall grade point average, as well as drug use (Kandel, 1978).  
Hafen, Laursen, Burk, Kerr, and Stattin (2001) examined similarities within 11-18 year 
old adolescent’s friend dyads, and duration of friendships. The authors evaluated the association 
of friendship duration with problem behaviors, achievement motivation, and self-esteem to 
understand how these relations operate in the dyad. Hafen and colleagues (2001) found that 
friends were similar on all variables examined. Further, long-term mutual friends’ similarity was 
distinguished from short-term friends and from non-friends, who did not differ from each other. 
As a result, it may be that similarities are crucial to the formulation and duration of friendships, 
or that friends become more similar over time. Given these findings, it is important to explore the 
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possibility that the similarities in best friendships may also extend to maladaptive processes, such 
as the development of depressive symptoms.  
Only two studies have examined the effect of socialization processes on depressive 
symptoms within best friendships, but both have supported the notion that socialization 
processes may affect the emergence of depressive symptoms in best friends (Borelli & Prinstein, 
2006; Stevens & Prinstein, 2005). Stevens and Prinstein (2005) examined longitudinal 
associations between adolescents’ and their friend’s depressive symptoms. The authors 
interviewed 398 adolescents in grades six through eight, and again 11 months later. Adolescents 
completed peer nominations to identify reciprocated and unreciprocated best friendships as well 
as measures of depressive symptoms at both time points. The results revealed that best friends’ 
reported level of depressive symptoms was associated with adolescents’ own depressive 
symptoms. Most notably, this association held regardless of gender and whether or not the 
friendship was reciprocated. One limitation in this study was that participants were only able to 
nominate children in their school. As such, reciprocated and unreciprocated friends spent about 
the same amount of time in school, leading to increased similarities in depressive symptoms, 
regardless of reciprocation.  
Van Zalk, Kerr, Branje, Stattin, and Meeus (2010) studied friendship influence processes 
between dyads, using 847 participants grades 4–12, between the ages of 10 and 18 years old. 
Youth completed questionnaires assessing characteristics of their friendship (i.e., within school, 
outside school over the course of 5 years). Van Zalk and colleagues (2010) discovered that 
adolescents tended to select friends with similar levels of depression, and friends may have 
increased each other’s depressive symptoms over time. Similarity in depressive symptoms 
between an adolescent and another person in the participant pool meant that there was a higher 
chance of them becoming friends during the two time points. Thus, selection processes seem to 
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partially explain why adolescents tend to be similar to their friends in preferences as well as 
emotional problems. At the same time, friendships ended more frequently if adolescents' level of 
depressive symptoms was dissimilar to that of their friends. The study supports the notion that 
best friendship share similar levels of depressive symptoms.  
Research has noted that adolescent best friends share some similarities, and that these 
similarities may affect the duration of friendship. However, it may be important to understand 
whether this phenomenon is true for both high and low quality best friendships as well. That is, 
the quality of friendships adolescents share with their peers could affect the presence of 
depressive symptoms (La Greca & Harrison, 2005; Prinstein, 2007). Prinstein’s (2007) research 
examined the effect of friendship quality on presence of shared depressive symptoms between 
friends. This longitudinal 18- month study examined 100, 11th grade students to understand 
whether positive aspects of friendships (i.e., companionship, instrumental aid, intimacy, 
nurturance, affection, admiration, reliable alliance) or negative aspects (i.e., conflict, antagonism, 
and relative power) of friendship quality influence the manifestation of depressive symptoms. 
Prinstein (2007) indicated that, under conditions of low friendship quality, best friend dyad’s 
depressive symptoms were significantly associated over 18 months. Interestingly, at high levels 
of friendship quality, depressive symptoms of each friend were not affected. Though this study 
provides a new insight into processes of friend depression socialization, the study only assessed 
adolescents’ best friends at school without taking into consideration those outside of school.  
More research has focused on best friendships exclusively in a school context and the 
quality of these relationships (Borelli & Prinstein, 2006; La Greca & Harrison, 2005; Stevens & 
Prinstein, 2005). La Greca and Harrison (2005) further examined aspects of adolescents’ general 
peer relations, best friendships, and romantic relationships. A total of 421 adolescents, aged 14 to 
19 years old, completed measures that assessed adolescents’ social status, peer aggression and 
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victimization, qualities of best friendships and romantic relationships, social anxiety symptoms, 
and depressive symptoms. The authors reveal that negative qualities of best friendships predicted 
depressive symptoms for both boys and girls. However, the researchers could not conclude that 
positive friendship qualities provide protection against depressive symptoms. Using a 
longitudinal design would have provided greater insight into how best friendships may buffer 
against internalizing symptoms. Further, the study focused on best friendships that occurred in 
school, which may have limited the findings due to the exclusion of the full range of best 
friendships.  
To provide a more encompassing view of the association between best friendships and 
the mutual manifestation of depressive symptoms, Giletta and colleagues (2011) examined same-
gender best friend dyads. The study specifically differentiated between classroom best friend 
dyads and true friend dyads, defined as friends that would have nominated each other even 
outside the classroom context. The sample consisted of 1,752 adolescents, ages 12–16 years. The 
analysis examined 487 friend dyads and compared them to a sample of 389 dyads who were not 
friends. Results showed that for the 487 friend dyads, adolescents reported levels of depressive 
symptoms at Time 2 that were similar to those of their best friends, but this effect was not 
significant in the non-friend dyads. However, socialization processes explained the increase in 
similarity in female dyads only. The similarity in depressive symptoms among both male and 
female dyads was most salient among true best friends, or best friendships that would have been 
reciprocated within and outside of school. These findings imply that adolescents may not choose 
friends based on their similarity in depressive symptoms, but that best friendships may influence 
behaviors. Findings highlight the importance of examining friendship relations as a potential 
context for the development of depressive symptoms.  
The Present Study 
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The present study explores several gaps in the literature on social-emotional processes 
within adolescent friendships, and how they relate to youths’ manifestation of depressive 
symptoms. Although there is a body of research concerning how poor emotion regulation is 
related to depression (Criss, Houltberg, Cui, Bosler, Morris, & Silk, 2016; Ehring et al., 2010; 
Joormann & Gotlib, 2010), there is a lack of knowledge about how the quality of peer 
friendships as well as emotional competency skills may buffer against the experience of 
depressive symptoms. Specifically, very few studies have assessed friendship quality within 
adolescent best friendships as they relate to the manifestation of depressive symptoms. This 
study will focus on whether overall quality of best friendships and youths’ ability to regulate 
their emotions longitudinally predicts less depression among middle and high school age 
adolescents (grades 8-10). The study uses a 2-year longitudinal design that provides an in depth 
understanding of the influence of friendship quality on psychosocial functioning across early to 
mid-adolescence. This age group is especially pertinent to study given the increased frequency of 
depression in adolescence, particularly for girls (Pratt & Brody, 2014), and how influential peer 
relationships become on the development of youths’ emotional competencies (Hubbard & 
Dearing, 2004). Gender differences were assessed due to the differential manifestation of 
depressive symptoms (Pratt & Brody, 2014) and peer processes (Benenson & Christakos, 2003) 
observed among adolescent boys and girls.  
Data were collected using youth self-report of their depressive symptoms, friendship 
quality, and emotion regulation. Maternal report of internalizing symptoms was obtained to 
provide a different reporter for the primary outcome variable. Research has indicated that 
discrepancies between child and mother report are often caused by variations among their 
perspectives (De Los Reyes, Thomas, Goodman, & Kundey, 2013; Kraemer et al., 2003).  
Therefore, the use of both mother and child report for depressive symptomology may provide 
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unique perspectives on how adolescent depression is viewed from internal (self-report) and 
external (mother-report) perspectives.  Symptoms of child anxiety was also assessed using both 
mother and child report. The comorbidity between anxiety and depression has been noted 
extensively in prior research (Angold & Costello, 1993; Brady & Kendall, 1992). Therefore, 
anxiety was used a covariate in all analyses. Assessment of friendship quality yielded a global 
score as well as information about specific friendships processes of conflict and betrayal, help 
and guidance, conflict resolution, validation and caring, companionship and recreation, and 
intimate exchange. Assessment of emotional competence examined youth’s emotional 
awareness, reluctance to express emotions, emotional dysregulation, adaptive emotion regulation 
coping, and emotional inhibition. The specific emotions of anger and sadness were examined 
given that these emotions are central to the experience of depression. Based on the available 
theory and literature, a set of hypotheses was formulated.  
Hypotheses Set A: Poor emotional competencies predict depressive and 
internalizing symptoms. Research indicates that depressed youth may be overtly aware of their 
emotions, allowing for more intense rumination on their emotional states (Nolen-Hoeksema & 
Morrow, 1991). As a result of this finding, it was hypothesized that adolescents with an 
increased awareness of emotion would have higher depressive symptoms as well. We also 
hypothesized that youth who experience higher levels of emotional reluctance were more likely 
to experience depressive symptoms. Research suggests that adolescents with higher depressive 
symptomology are more likely to suppress their emotional expressivity (Betts, Gullone, & Allen, 
2009; Larson et al., 2013). We believed this association would be stronger in girls, since research 
has indicated that the lack of positive emotional expression is a risk factor for female adolescent 
depression (Feng et al., 2009).  
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It was hypothesized that youth who experience higher levels of emotion dysregulation 
were more likely to experience depressive symptoms. Research suggests that compared with 
non-diagnosed peers, preadolescents with internalizing problems are more likely to express 
sadness (Eisenberg et al., 2001) and diagnosed adolescents also tend to report higher incidence of 
dysregulated negative emotion expression such as uncontrollable sobbing and slamming doors 
(Zeman et al., 2002). We hypothesize that the association with emotion dysregulation would be 
stronger in girls that than boys since research has indicated that more girls than boys exhibit 
depression (Angold et al., 2002). The associations between dysregulation of emotion, 
particularly sadness, and depressive symptoms in adolescence have been well documented 
(Sheeber, Allen, & Sorensen, 2000; Silk et al., 2003). Therefore, we specifically hypothesized 
that sadness dysregulation would be more closely associated with depressive symptoms than 
anger.  
We hypothesized that lower emotion regulation coping would predict internalizing 
symptoms. Research has indicated that higher use of one or two strategies (e.g., reappraisal, 
suppression, concealing, emotional engagement, and adjusting) instead of average to high use on 
several emotion regulation strategies were associated with higher levels of internalizing 
problems (Lougheed & Hollenstein, 2012). In combination with the limited repertoire of emotion 
coping strategies, it has also been noted that use of less effective strategies (i.e., less adaptive and 
more avoidance strategies) is also associated with internalizing symptoms (e.g., Gross & Muñoz, 
1995). Limited anger coping has also been associated with depressive symptoms (Criss et al., 
2016). Based on this literature, we hypothesized that youth with less sadness and anger coping 
would have higher depressive and general internalizing symptoms. In particular, we expect to 
find this relation for both emotions because research indicates that adolescents that experience 
greater intensity of sadness and anger tend to experience higher depressive symptoms (Silk et al., 
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2003). Due to the increased intensity, these youths may have more difficulty coping in an 
adaptive manner.  
Further, we hypothesized those adolescents with greater inhibition of sadness and anger 
would report higher depressive and internalizing symptomatology due to prior research 
indicating that suppression of one’s negative emotions is associated with greater depressive 
symptoms (Garber et al., 1995). In particular, we believe this association would be stronger in 
girls than boys since girls experience a higher intensity of sadness and anger than boys (Silk et 
al.,, 2003), and therefore may be more likely to try and suppress or reduce the intensity of these 
emotions.  
Hypotheses set B: Friendship quality and depressive symptoms. Consistent with the 
literature on the relations between friendship quality and depression (La Greca & Harrison, 2005; 
Prinstein, 2007), we hypothesized that lower positive friendship quality would be positively 
associated with greater depressive symptoms concurrently and longitudinally. Girls tend to report 
greater levels of intimacy and emotional support in their friendships than boys (Buhrmester & 
Furman, 1987; Furman & Buhrmester, 1992), and place more importance on security and support 
within their friendships (Prinstein et al., 2005). Therefore, we hypothesized that gender would 
moderate the association of negative friendship quality and depressive symptoms at T1 and T2 
with the relation stronger in girls than boys. The same pattern of findings was expected using 
maternal report of internalizing symptoms, although the strength of the relations may be weaker 
than those found using the same reporter due to shared method variance.  
Further, we hypothesized that the positive aspects of friendship quality would be 
negatively associated with depressive symptoms. Specifically, we anticipated that the following 
subscales would predict to fewer depressive symptoms:  help and guidance, conflict resolution, 
validation and caring, companionship and recreation, and intimate exchange. We further 
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hypothesized that gender would moderate this relation. Girls, more than boys, would be more 
likely to demonstrate the association of positive friendship aspects with depressive symptoms, as 
early adolescent girls tends to rely more on their friends for emotional support (Buhrmester & 
Furman, 1987; Furman & Buhrmester, 1992).  
Method 
Participants 
The initial Time 1 (T1) sample was comprised of 202 youth (Mage= 12. 66, SD = 1. 01) in 
grades 6 to 8. Youth were recruited from Virginia (n = 190) and Maryland (n = 12) through 
middle schools and youth engagement programs. The data collection was part of a larger study 
examining youths’ friendships and emotion regulation. Youths’ mothers (n = 167) included 97 
mothers of girls (58. 1%) and 70 mothers of boys (41. 9%).  
Time 2 (T2) data collection occurred approximately two years later (M = 22.08 months, 
SD = 0.96) and included 109 youths out of a possible 167 youth from T1. Data collection is still 
in progress, thus a truncated sample is used for these analyses. Middle school and high school 
students in grades six (n = 1, 0. 9 %), seven (n = 13, 11.9 %), eight (n = 40, 36.7%), nine (n = 34, 
31.2), 10 (n = 20, 18.3%), and 11 (n = 1, 0.9%) participated. There were 61 girls (55.9%) and 48 
boys (44.1%), ages 12-17 (Mage = 14. 5, SD = .91). Their mothers (n = 107) also participated. 
Participants identified themselves as Caucasian (n = 84, 77.8%), African-American (n = 15, 
13.9%), Hispanic or Latino (n = 4, 3.7%), or “Other” (n = 5, 4.6%). Information regarding socio-
economic status was only obtained at T1. The Hollingshead Four-Factor Index of Social Status 
(SES-Adult; Hollingshead, 2011) were calculated for the 109 families participating in T2 using 
data with mothers’ self-report (n = 86) of marital status, employment status, educational 
attainment, and occupation type. The sample consisted of primarily middle to upper-middle class 
families (M = 50. 98, SD = 9. 53). When divided by social strata, 34 (39.5) were in the 
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uppermost stratum, 43 (50.0%) were in the next highest stratum, seven (8.2%) were in the 
middle stratum, two (2. 3%) were in the second lowest stratum, and 0 (0. 0%) were in the lowest 
social stratum.  
The retention rate was 65. 2%. Analyses were conducted to examine differences in age, 
grade, ethnicity, depressive symptomology, internalizing symptoms, and emotional competencies 
between T1 and T2 responders (see Tables 1-4). There were no significant differences between 
T1 participants in T2 and T1 total recruited participants for child age, depressive symptomology, 
internalizing symptoms, and emotional competencies (see Table 5). However, there was a 
marginally significant difference for race, X2 (4, n = 163) = 9. 16, p =.06, such that fewer African 
Americans participated in T2 than T1 (T1 initial total sample, n = 34, 20.5%; T1 longitudinal 
sample, n = 15, 13.9%). There was a marginally significant difference for sadness dysregulation, 
t (165) = 1.76, p = .08 (T1 initial total sample, n = 107, M = 4.55, SD= 1.27; T1 longitudinal 
sample, n = 56, M = 4. 99, SD= 1.50).  
Materials 
See Appendix A  and B for copies of measures 
Depressive symptoms. Depressive symptoms were assessed using the 27-item Child 
Depression Inventory (CDI; Kovacs, 1993). The measure is validated for use with children and 
adolescents aged 7 to 17 (Saylor, Finch, Spirito, & Bennett, 1984). The item concerning suicidal 
ideation was excluded from the measure. Youth responded to each item by identifying one of 
three statements that reflected their experiences within the last two weeks (e. g., 0 = “I feel like 
crying once in a while,” 1 = “I feel like crying many times,” 2 = “I feel like crying all the time”). 
The CDI is composed of five subscales including Negative Mood, Interpersonal Problems, 
Ineffectiveness, Anhedonia, and Negative Self-Esteem. The CDI was administered at both T1 
and T2. The internal consistency was strong at both time points (T1, α = .86; T2, α = .86; see 
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Table 6). Studies have recommended a raw score of 13 and above as the cutoff score for mild to 
moderate levels of depression (Kazdin 1989; Smucker, Craighead, Craighead, & Green, 1986). 
There were 14 (8.78% of sample, 64% girls) participants above this range of depressive 
symptomology at T1 and 13 (8.38% of sample, 54% girls) at T2.  
Symptoms of anxiety were assessed using the 10-item Multidimensional Anxiety Scale 
for Children – short version at T1, and the  39-item Multidimensional Anxiety Scale for Children 
at T2 (MASC; March, Parker, Sullivan, Stallings, & Conners, 1997, 1999). The MASC has high 
internal consistency and test-retest reliability across 3-month intervals, and established 
convergent and divergent validity (Muris, Merckelbach, Ollendick, King, & Bogie, 2002). Youth 
rated their recent symptoms of anxiety (e.g., “I feel restless and on edge”) on a 4-point Likert 
type scale (0 = Never True About Me, 1 = Rarely True About Me, 2 = Sometimes True About Me, 
3 = Often True About Me). The internal consistency was strong at both time points (T1, α = .76; 
T2, α = .93).  
Internalizing symptoms were assessed using mother report on the Child Behavior 
Checklist (CBCL; Achenbach, 1991). The CBCL has demonstrated construct validity with other 
measures of internalizing and externalizing behaviors (Nakamura, Ebesutani, Bernstein, & 
Chorpita, 2009). Mothers responded to the 118 items using a 3-point scale (1 = Not True (as far 
as you know), 2 = Somewhat or Sometimes True, 3 = Very True or Often True). Mothers were 
asked to describe how often their child has displayed specific behaviors (e. g., “sudden changes 
in moods or feelings”) or symptoms (e. g., “withdrawn”) within the past 6 months. The 
broadband subscales include global internalizing and externalizing scores. The CBCL further 
identifies different problem behaviors across eight, narrow band syndromes including 
Withdrawn, Somatic Complaints, Social Problems, Anxious or Depressed, Attention Problems, 
Thought Problems, Delinquent Behavior, and Aggressive Behavior. Finally, the CBCL has six 
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DSM-Oriented subscales, Affective Problems, Anxiety Problems, Somatic Problems, Attention-
Deficit/ Hyperactivity Problems, Oppositional Defiant Problems, and Conduct Problems. For the 
purpose of this study, the 6-item Anxiety subscale was used as a covariate (T1, α = .65; T2, α = 
.67). The 13-item Affective subscale was also used. The subscale has shown consistency at both 
time points (T1, α = .64; T2, α = .76). The clinical range for CBCL subscales has been set at T 
scores at or above 70 for narrowband subscales and at or above 64 for broadband subscales (Tan, 
Dedrick, & Marfo, 2007). Six (6.7% of sample, 50% girls) participants from T1 and 9 (10. 11% 
of sample, 55.55% girls) from T2 were within the clinical or borderline clinical range.  
 Emotional Competencies. Youth’s emotional competencies were examined using two 
measures, the Emotion Expression Scale for Children (EESC; Penza-Clyve & Zeman, 2002) and 
Children’s Emotion Management Scales (CEMS, Zeman, Shipman, & Penza-Clyve, 2001) both 
of which were collected at T1 and T2. To examine the degree to which youth display poor 
emotion awareness and reluctance to express emotions, youth completed the 16-item EESC 
(Penza-Clyve & Zeman, 2002). The EESC is comprised of two subscales, poor emotional 
awareness (e. g., “I have feelings that I can’t figure out”) and reluctance to express emotion (e. 
g., “I do not like to talk about how I feel”). The items are answered on a 5-point Likert scale (1 = 
not at all, 5 = extremely true). The EESC has been demonstrated to have strong internal 
consistency, test-retest reliability, and construct validity (Penza-Clyve & Zeman, 2002). The 
EESC has good internal reliability for both the poor awareness (T1, α = .73; T2, α = .82) and 
emotional reluctance subscales (T1, α = .70; T2, α = .78).  
The CEMS scales evaluated youth’s perceptions of their sadness and anger management. 
The Children’s Sadness Management Scale (CSMS) is comprised of 12 items and the Children’s 
Anger Management Scale (CAMS) is comprised of 11 items. Youth responded to items on a 3-
point Likert scale (1= Hardly Ever to 3 = Often). There are three subscales for each emotion 
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type, inhibition (over-control of suppression of emotion type; e.g., “I get sad inside but I don’t 
show it”), emotion regulation coping (exaggeration or uncontrolled display of emotion type; e.g., 
“When I am feeling sad, I do something totally different until I calm down”), and dysregulated 
expression (adaptive methods of responding to emotion type; e.g., “I say mean things to others 
when I am mad”). Validity and reliability for the CEMS scales has been demonstrated (Perry-
Parrish & Zeman, 2011; Wills, Walker, Mendoza, & Ainette, 2006). In the current study, both 
emotion scales had poor to adequate internal consistency at both T1 and T2 ranging from .51 to 
.75 at T1, and .42 to .72 at T2.  
Friendship quality. To assess adolescent’s perceptions about their best friendships, this 
study used the abridged 18-item Friendship Quality Questionnaire (FQQ; Parker & Asher, 
1993). The FQQ is comprised of six subscales each with three items. Youth rate how their friend 
typically acts within their friendship using a 5-point Likert type scale (1 = Not at All True to 5 = 
Really True). The Companionship and Recreation subscale (T1, α = .71; T2, α = .63) examines 
the extent to which the adolescent and their best friend spent time together (e.g., “[Friend] and I 
always pick each other as partners for things”). The Conflict and Betrayal subscale (T1, α = .88; 
T2, α = .86) assesses the amount of conflict and mistrust within the relationship (e. g., “[Friend] 
and I argue a lot.”). The Conflict Resolution subscale (T1, α = .64; T2, α = .63) examines the 
degree to which arguments are resolved efficiently and fairly (e.g., “[Friend] and I talk about 
how to get over being mad at each other”). The Validation and Caring subscale (T1, α = .77; T2, 
α = .81) evaluates the degree to which the relationship is characterized by caring and support 
(e.g., “[Friend] makes me feel good about my ideas”). The Help and Guidance subscale (T1, α = 
.68; T2, α = .64) examines friends’ efforts to assist each other in difficult tasks (e.g., “[Friend] 
and I give advice when figuring things out”). The Intimate Exchange subscale (T1, α =.83; T2, α 
=.86) evaluates self-disclosure in these best friendships (e. g., “[Friend] and I always tell each 
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other our problems”). Youth rate how their friend typically acts within their friendship using a 5-
point Likert type scale (1 = Not at All True to 5 = Really True). The scale has shown excellent 
test- retest reliability (Parker & Asher, 1993). The measure has been validated using sociometric 
methods (Parker & Asher, 1993).  
Procedure 
 The study received University ethics board approval. Prior to beginning the interviews, 
informed written consent from parents and verbal assent from adolescents were obtained. The 
same basic procedure was used for both data collection time points. Participants were 
interviewed separately by a trained research assistant. Interviews typically lasted between 30 to 
50 minutes. During interviews, the participant was read questionnaire measures aloud and asked 
to answer them as truthfully as possible. Upon completion of the study, each youth received $10 
for their time. Mothers’ questionnaire packets were completed independently and took 
approximately 20 to 30 minutes to complete. Mothers completed the questionnaires during their 
child’s interviews, or mailed them to the research team.  
Results 
Analytic Strategy 
 In order to assess the relations among variables, correlations were conducted between T1 
and T2 predictors, T1 and T2 covariates, and T2 outcomes variables (see Tables 7-10). Due to 
the lack of associations with age, it was not used as a covariate for further analyses. Child- and 
mother-reported anxiety symptoms at T1 and T2, and child- and mother-reported depressive 
symptoms at T1 were used covariates due to the significant correlations with predictor and 
outcome variables. There were significant associations with gender; therefore, gender was used 
as a moderator in the linear regressions. 
Hypothesis A: Poor Awareness and Emotional Reluctance 
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 It was hypothesized that adolescents with an increased awareness of emotion and more 
reluctance to express emotions would have higher depressive symptoms, both longitudinally and 
concurrently.  
Poor emotional awareness and child-reported outcomes. The longitudinal model in 
which T1 poor emotional awareness predicted depressive symptoms at T2 while controlling for 
T1 and T2 anxiety and T1 depression was significant, R2 = .34, F(6, 95) = 9.74, p <. 001 (see 
Table 11). However, poor awareness was not a significant predictor in the model. The model 
examining concurrent relations in which T2 poor awareness predicted T2 depressive symptoms 
while controlling for T2 anxiety was significant, R2 = .20, F(4, 102) = 7. 78, p <.001. Gender did 
not moderate the association. The main effect indicated that poorer awareness of one’s emotions 
predicted higher depressive symptoms, β = .389, p <.001.  
Poor emotional awareness and mother-reported outcomes The longitudinal model 
with T1 poor awareness predicting T2 mother-reported depressive symptoms, controlling for T1 
and T2 mother-reported anxiety and T1 depression was significant, R2 = .48, F(6, 81) = 14.01,    
p <. 001. However, poor awareness was not a significant predictor. The concurrent model of 
poor awareness predicting mother-reported depressive symptoms, controlling for T2 mother-
reported anxiety was significant, R2 = .25, F(4, 96) = 9. 19, p < .001. However, poor awareness 
was not a significant predictor, nor did gender moderate the effect.  
Emotional reluctance and child-reported outcomes. The longitudinal model with T1 
emotional reluctance predicting T2 depression, controlling T1 and T2 anxiety and T1 depression 
significantly predicted changes in depressive symptoms, R2 = .35, F (6, 95) = 9.98, p <.001. 
However, emotional reluctance was not a significant predictor, nor did gender moderate the 
effect. The concurrent model in which emotional reluctance predicted child-reported depressive 
symptoms at T2, controlling for T2 anxiety, was significant, R2 = .18, F(4, 102) =     7. 13, p < 
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.001 (see Table 11). Emotional reluctance was a significant predictor, β = .352, p = .001, but 
gender did not moderate the relation. Increased reluctance to express one’s emotions predicted 
higher depressive symptoms.  
Emotional reluctance and mother-reported outcomes. The longitudinal model with T1 
emotional reluctance predicting T2 mother-reported depressive symptoms, controlling for T1 and 
T2 mother-reported anxiety and T1 depression was significant, R2 = .47, F(6, 81) = 14.05, p < 
.001. However, emotional reluctance was a not a significant predictor. The concurrent model of 
emotional reluctance predicting mother-reported depressive symptoms, controlling for T2 
mother-reported anxiety was significant, R2 = .25, F(4, 96)= 9. 39, p <.001. However, emotional 
reluctance did not significantly contribute to the variance of the model.  
Emotion Dysregulation 
It was hypothesized that emotion dysregulation would positively predict the 
manifestation of depressive symptoms, longitudinally and concurrently.  
Emotion dysregulation and child-reported outcomes. A linear multiple regression 
predicting T2 depressive symptoms from T1 anger and sadness dysregulation, controlling for T1 
depression and anxiety and T2 anxiety, resulted in a significant model, R2 = .38, F(8, 92) = 8.52, 
p < .001 (see Table 12). Gender moderated the association between anger dysregulation and 
depressive symptoms, β = -.358, p = .009. Probing the interaction between anger dysregulation 
and gender, simple slope analyses indicated that increases in anger dysregulation predicted 
increases in depressive symptomology for girls only (see Figure 1). Sadness dysregulation was a 
non-significant predictor. The concurrent model of sadness and anger dysregulation predicting 
depressive symptoms, controlling for T2 anxiety was significant, R2 = .25, F(6, 100) = 6.92, p < 
.001 (see Table 12). Gender did not moderate the relation between T2 anger nor sadness 
dysregulation to depressive symptoms at T2. However, anger dysregulation was a significant 
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predictor, β =.321, p < .001. Increased anger dysregulation predicted an increase in depressive 
symptoms.  
Emotion dysregulation and mother-reported outcomes. A linear multiple regression 
predicting T2 mother-reported depressive symptoms from T1 anger and sadness dysregulation, 
controlling for T1 and T2 mother-reported anxiety and T1 depression, resulted in a significant 
model, R2 = .49, F(8, 79) = 11.03, p < .001. Neither anger nor sadness dysregulation were 
significant predictors. The concurrent model of anger and sadness dysregulation predicting 
mother-reported depressive symptoms, controlling for T2 mother-reported anxiety, was 
significant, R2 = .30, F(6, 94) = 8.13, p <.001(see Table 13). Gender moderated the association 
between sadness dysregulation at T2 and depressive symptoms at T2, β = .336, p = .007. 
Examination of simple slopes indicates that sadness dysregulation positively predicted 
depressive symptoms for boys but not for girls (see Figure 2).  
Emotion Regulation Coping  
We hypothesized that anger and sadness regulation coping would negatively predict 
depressive symptoms longitudinally and concurrently.  
Emotion regulations coping and child-reported outcomes. The longitudinal model of 
anger and sadness regulation coping predicting depressive symptoms at T2 while controlling for 
T1 and T2 anxiety and T1 depression was significant, R2 = .44, F(6, 95) = 10.91, p <.001 (see 
Table 14). The model was moderated by gender for both anger (β = .446, p < .001) and sadness 
regulation (β = -.237, p = .04). Analyzing the interaction between anger coping, sadness coping, 
and gender, simple slope analyses indicated that anger coping negatively predicted T2 depressive 
symptoms for girls only (see Figure 3). Sadness coping negatively predicted T2 depressive 
symptoms for boys only (see Figure 4). The concurrent model of anger and sadness regulation 
coping predicting depressive symptoms was significant, R2 = .40, F(6, 100) = 10.01, p < .001 
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(see Table 14). Anger coping was a significant predictor, β = -.229, p = .01. Increases in anger 
coping predicted a decrease in depressive symptoms for all youth. Gender moderated the 
association between sadness coping and depressive symptoms (β = -.279, p = .01). For boys, 
increases in sadness coping negatively predicted depressive symptoms (see Figure 5).  
Emotion regulation coping and mother-reported outcomes. The longitudinal model 
with T1 anger and sadness regulation coping predicting T2 mother-reported depressive 
symptoms, controlling for T1 and T2 mother-reported anxiety and T1depression was significant, 
R2 = .51, F(8, 78) = 12.02, p <. 001 (see Table 15). Gender marginally moderated the association 
between anger regulation coping and depressive symptoms, β = .213, p = .06. Simple slope 
analyses indicated that increased anger regulation coping negatively predicted depressive 
symptoms for girls (see Figure 6). Sadness regulation coping was not a significant predictor. The 
concurrent model of anger and sadness regulation coping predicting mother-reported depressive 
symptoms, controlling for T2 mother-reported anxiety, was significant, R2 = .24, F(6, 94) = 6.12, 
p < .001. However, sadness and anger regulation coping did not significantly contribute to the 
variance.  
Emotion Inhibition  
We hypothesized that inhibition of anger and sadness would positively predict higher 
depressive symptomatology longitudinally and concurrently.  
 Emotion inhibition and child-reported outcomes. A multiple regression predicting T2 
depressive symptoms from T1 sadness and anger inhibition, controlling for T1 depression and 
anxiety and T2 anxiety, resulted in a significant model, R2 = .36, F(8, 93) = 8.23, p < .001. 
However, anger and sadness inhibition were not significant predictors. The concurrent 
association between anger and sadness inhibition and depressive symptomology was significant, 
R2 = .19, F(6, 100) = 5.06, p < .001 (see Table 16). Anger inhibition was moderated by gender, β 
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= -.439, p =.003. For girls, anger inhibition positively predicted depressive symptomology. For 
boys, anger inhibition was negatively associated with depressive symptoms (see Figure 7). 
Sadness inhibition was a significant predictor, β = .258, p =.02. Increases in sadness inhibition 
predicted increases in depressive symptomology.  
Emotion inhibition and mother-reported outcomes. A linear multiple regression 
predicting T2 mother-reported depressive symptoms from T1 anger and sadness inhibition, 
controlling for T1 and T2 mother-reported anxiety and T1 depression, resulted in a significant 
model, R2 = .48, F(8, 79) = 10. 96, p < .001. Neither sadness nor anger inhibition were significant 
predictors. The concurrent model of anger and sadness inhibition predicting mother-reported 
depressive symptoms, controlling for T2 mother-reported anxiety was significant, R2 = .24, F(6, 
94) = 6. 29, p < .001. Neither sadness nor anger inhibition significantly contributed to the 
variance of the model.  
Hypotheses B: Positive Friendship Quality 
It was hypothesized that adolescents with lower friendship quality would have higher 
child-reported and mother-reported depressive symptoms, both longitudinally and concurrently.  
Positive friendship quality and child-reported outcomes. The longitudinal model in 
which T1 positive friendship quality predicted depressive symptoms at T2 while controlling for 
T1 and T2 anxiety and T1 depression was significant, R2 = .43, F(6, 93) = 11.74, p <.001 (see 
Table 17). Positive friendship quality was a significant predictor, β = -.183, p = .04, but gender 
did not moderate the relation. Decreases in friendship quality predicted increases in depressive 
symptoms. The model examining concurrent relations in which T2 positive friendship quality 
predicted T2 depressive symptoms while controlling for T2 anxiety was significant, R2 = .13, 
F(4, 102) = 5. 08, p =.001. Gender did not moderate the association. The main effect indicated 
that lower friendship quality predicted higher depressive symptoms, β = -.220, p =.03.  
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Positive friendship quality and mother-reported outcomes. The longitudinal model 
with T1 positive friendship quality predicting T2 mother-reported depression, controlling for T1 
and T2 anxiety and T1 depressive symptoms was significant, R2 = .49, F(6, 80) = 14.74, p <. 001. 
However, positive friendship quality was not a significant predictor. The concurrent model of 
positive friendship quality predicting mother-reported depressive symptoms, controlling for T2 
anxiety, was significant, R2 = .26, F(4, 96) = 9. 66, p < .001. However, positive friendship 
quality did not distinctly predict a significant component.  
Friendship Subscales 
 We hypothesized that the positive friendship subscales, help and guidance, conflict 
resolution, validation and caring, companionship and recreation, and intimate exchange, would 
negatively predict child-reported and mother-reported depressive symptoms.  
Friendship subscales and child-reported outcomes. The overall model predicting T1 
subscales to T2 depressive symptoms, controlling for T1 and T2 anxiety symptoms, and T1 
depressive symptoms, was significant, R2 = .43, F(14, 85) = 6. 28, p < .001 (see Table 18). 
Probing the interaction between T1 friendship subscales and gender, simple slope analyses 
indicated that gender moderated the association between help and guidance and depressive 
symptoms, β = -. 538, p = .003. Increases in friendship help predicted decreases in depressive 
symptomology for boys only (see Figure 6). The conflict resolution, validation and caring, 
companionship and recreation, and intimate exchange subscales were not significant predictors. 
The concurrent model predicting T2 friendship subscales to depressive symptoms, controlling for 
T2 anxiety, was significant, R2 = .19, F(12, 94) = 3. 08, p = .001 (see Table 19). Analyzing the 
interaction between T2 friendship subscales and gender, gender marginally moderated the 
association between companionship and depressive symptoms, β = .324, p = .06. Increased 
companionship negatively predicted to depressive symptoms for girls only (see Figure 9). 
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Friendship conflict resolution (β = -.234, p = .04) and validation (β = -.290, p = .04) were 
significant predictors. Increases in both conflict resolution and validation predicted decreases in 
depressive symptomology.  
Friendship subscales and mother-reported subscales. A linear multiple regression 
predicting T2 mother-reported depressive symptoms, from T1 friendship subscales, controlling 
for T1 and T2 mother-reported anxiety and T1 depressive symptoms, was significant, R2 = .37, 
F(13, 73)= 4.92, p <.001 (see Table 20). There was a marginally significant main effect of 
conflict resolution, β = -.217, p = .06, such that increases in conflict resolution predicted 
decreases in depressive symptoms. However, help and guidance, validation and caring, 
companionship and recreation, and intimate exchange were not significant predictors. The 
concurrent model predicting T2 mother-reported depressive symptoms from T1 friendship 
subscales, controlling for T2 mother-reported anxiety, resulted in a significant model, R2 = 
.24, F(12, 88) = 3.58, p < .001. However, help and guidance, conflict resolution, validation and 
caring, companionship and recreation, and intimate exchange were not significant predictors.  
Discussion 
The goal of this study was to examine the potentially protective effects of emotion 
regulation and specific qualities of best friendships on the manifestation of depressive symptoms 
in adolescent youth, both longitudinally and concurrently. This research makes a valuable 
contribution to our understanding of socio-emotional processes that contribute to adolescent 
psychological health. There is a growing body of research that has examined how poor emotion 
regulation is related to depression using adolescent samples (Criss et al., 2016; Joormann & 
Gotlib, 2010) although they have not considered the role of specific emotions nor specific 
aspects of emotion regulation longitudinally. There is considerably less knowledge about how 
best friendships may influence changes in depressive symptoms over time as well as 
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concurrently. Thus, this study built upon prior research to determine whether different facets of 
emotion competencies (i.e., emotion awareness, motivation to express emotion, emotional 
dysregulation, emotion regulation, emotion inhibition) and specific qualities of best friendships 
(i.e., help and guidance, conflict resolution, validation and caring, companionship and recreation, 
and intimate exchange) predict changes in depressive symptoms while controlling for comorbid 
anxiety symptoms. Further, the role of individual emotions was considered as management of 
anger and sadness experiences result in different outcomes (Zeman et al., 2002). The results of 
the present study indicates that anger and sadness dysregulation, regulation coping, and 
inhibition and positive aspects of peer friendships offer a complex combination of both risk and 
protective effects that are sometimes moderated by gender. The specific findings of this study are 
interpreted in detail below.  
Hypothesis A:  Emotional competencies will predict depressive symptoms.  
Poor emotional awareness. In contrast with our hypothesis, decreased, rather than 
increased, emotional awareness predicted child-reported depressive symptoms among 
adolescents concurrently but not longitudinally. This finding is consistent with prior research 
which has found that difficulty identifying emotional states significantly predicted depressive 
and internalizing symptoms in children (Zeman et al., 2002) and adolescents (Sim & Zeman, 
2004). However, other studies have posited that increased rumination of negative emotion has 
been associated with depressive symptoms (Nolen-Hoeksema & Morrow, 1991), which may 
have originated from having an increased awareness of one’s emotional states. Rumination has 
been found to be a mediator between emotional awareness or clarity, and depressive symptoms 
in girls, such that increases in repetitive, negative thinking hinder the understanding of emotional 
states (Rubenstein et al., 2015). Although our study does not address this mediational link, future 
research should explore the possibility in more depth. The findings for the link between poor 
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emotional awareness predicting depressive symptoms was not found longitudinally. This may be 
because the influence of poor emotional awareness is not strong enough to predict depressive 
symptoms two years later. It could also be that the directionality of effects may be reversed. That 
is, perhaps the relation is stronger for depressive symptoms leading to poor emotional awareness 
over time. A longitudinal design with three time points would provide the best test of the 
directionality of effects.  
Poor awareness did not predict mother-reported depressive symptoms concurrently nor 
longitudinally. This lack of significance may be due to a discrepancy between the internal and 
external emotional states of the child. Specifically, mothers may not know the internal emotional 
states of their adolescent particularly as he or she spends more time with friends and less time 
with parents. Mothers may be able to only infer the emotional state of the adolescent from the 
external emotional clues they see. Also, adolescents often express depression through angry 
behaviors and irritation (Kazdin, 2002) which may be interpreted by mothers as having “an 
attitude” but not due to depression. This may cause a discrepancy with child-reported internal 
emotional awareness predicting mother-reported external symptoms of depression.  
Emotional reluctance. Consistent with our hypothesis, increased reluctance or 
motivation to expression emotions to others predicted an increase in depressive symptoms 
concurrently but not longitudinally. The concurrent finding is consistent with prior research, 
which has demonstrated that increased reluctance to express emotion is strongly associated with 
an increase in depressive symptoms (Betts et al., 2009; Penza-Clyve & Zeman, 2002). Research 
has only examined these relations as a static phenomenon in which one variable predicts the 
other. However, it may be that research should examine the dynamic or transactional nature of 
these effects over time. It could be that over time, reluctance to share emotions and receive 
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support for negative emotions leads to depression which then leads to less motivation to seek 
others out.  
Surprisingly, the relation of poor awareness of emotion and reluctance to express emotion 
was not moderated by gender. This suggests that the overall extent of poor emotion expression 
could be a core aspect of depression manifested during this age. A novel contribution of our 
study is that our findings, while consistent with literature (Penza-Clyve & Zeman, 2002), also 
provide new information given that all youth participating in the study had at least one 
reciprocated best friendship. Research has shown that friendship predicts psychological well-
being over the short term (Nangle, Erdley, Newman, Mason, & Carpenter, 2003), and that the 
lack of these relationships can increase internalizing and externalizing problems over time 
(Sakyi, Surkan, Fombonne, Chollet, &  Melchior, 2015). The sample of youth that participated in 
our study may be generally psychologically healthier than clinical sample due to their ability to 
form and maintain close friendships, which may explain the lack of gender moderation. Further 
research could examine the differences in emotional awareness among adolescents with close 
friendships and those with multiple but lower quality friendships.  
Emotional reluctance did not predict mother-reported depressive symptoms concurrently 
nor longitudinally. As explained previously this may also be due to the lack of knowledge 
mothers may have about the internal emotional states of their adolescent children. Specifically, 
mothers may not be in tune with their children’s thoughts about their own reluctance to express 
emotions, and their symptoms of depression. In this sample, in particular, the level of depressive 
symptoms was relatively low and thus, the symptoms may not have raised any concerns for the 
mother.  
Emotion dysregulation. Our results provide partial support for our hypothesis that youth 
who experience higher levels of sadness and anger dysregulation are more likely to experience 
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depressive symptoms, and that the effects would be stronger in girls than boys. Our findings lent 
support for anger but not sadness dysregulation for girls. That is, increased dysregulated 
expression of anger led to higher depressive symptoms in girls, longitudinally based on self-
report. Increased dysregulated expression of anger also predicted increased depressive symptoms 
concurrently but was not moderated by gender. This finding is consistent with prior literature 
(Feng et al., 2009; Zeman et al., 2002), which provides additional support for the role that anger 
dysregulation has in the emergence of depressive symptoms. It also provides support to the 
notion that other emotions, besides sadness, can contribute to the manifestation of depression in 
adolescence (Zahn-Waxler et al., 2000).  
Surprisingly, sadness dysregulation did not predict child-reported depressive symptoms 
for either gender, longitudinally or concurrently. However, sadness dysregulation did 
concurrently predict mother-reported depressive symptoms for boys only. It may be that boys’ 
dysregulation of sadness (i.e., crying, carrying on) is more noticeable to mothers because these 
behaviors violate gender norms and likely cause concern in contrast to girls who may exhibit the 
same behaviors. Thus, the boys who are exhibiting these behaviors may also be more overtly 
depressed which reaches mothers’ notice.  
 This pattern of results based on self-report partially contradict the findings of concurrent 
studies documenting associations between sadness dysregulation and adolescent depressive 
symptoms (Keltner, Moffit, & Stouthamer-Loeber, 1995; Zeman et al., 2002). However, the lack 
of significant results in this study may be due to the low internal consistency found for the 
sadness dysregulation scale at both T1 (α = .59) and T2 (α = .42). Thus, given this statistical 
artifact, this lack of association between sadness dysregulation and depressive symptoms should 
be interpreted cautiously.  
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Emotion regulation coping. Consistent with our hypothesis, sadness and anger 
regulation coping negatively predicted child-reported depressive symptoms longitudinally and 
concurrently but this relation was moderated by gender. Sadness and anger regulation negatively 
predicted mother-reported depressive symptoms longitudinally, but not concurrently; this 
association was also moderated by gender. For boys only, sadness regulation coping negatively 
predicted longitudinal and concurrent child-reported depressive symptoms. That is, boys who use 
less adaptive coping methods to respond to their sadness had more depressive symptoms. Boys 
place more emphasis on privacy (Rose & Asher, 2004), thus it may be that boys do not wish to 
disclose their emotional problems with their peers or family, especially as they grow older, 
hindering their ability to receive feedback and support with their sadness and depression. It also 
may be that boys do not have as much experience with expressing and managing sadness 
because boys often receive socialization messages from parents (Cassano, Perry-Parrish, & 
Zeman, 2007) and peers (Perry-Parrish & Zeman, 2009) indicating the non-acceptability of boys’ 
expressing vulnerable emotions such as sadness 
Surprisingly, sadness coping was not associated with child- or mother-reported 
depression for girls longitudinally or concurrently. It may be that girls cope with their sadness 
through ways that were not assessed in this questionnaire. That is, they may rely solely on 
finding solace in their family and peer relationships which is not examined in the subscale. Since 
girls place more importance on self-disclosure and support in a friendship (Prinstein et al., 2005), 
and research has shown that supportive responses to emotional problems within these friendships 
help buffer against internalizing symptoms (Klimes-Dougan et al., 2014), it may be that girls 
achieve help with coping through these friendships.  
The relation between poorer anger regulation coping and increases in child-reported 
depressive symptoms was found only for girls, concurrently and longitudinally, and boys, 
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concurrently. Further, anger regulation coping negatively predicted concurrent mother-reported 
depressive symptomology for girls only. This finding is somewhat consistent with prior literature 
(Galaif, Sussman, Chou, & Wills, 2003; Zeman et al., 2002), which found that girls’ and boys’ 
increased maladaptive anger coping (e.g., getting revenge when someone upsets them) or 
decreased adaptive anger coping (e.g., doing something different until they calm down when 
they are upset) is associated with depressive symptoms. Given that girls tend to receive help and 
emotional support through their friendships (Buhrmester & Furman, 1987; Furman & 
Buhrmester, 1992), it may be that when girls express anger in overt, dysregulated ways (e.g., 
yell, say mean things), it damages their friendships, since friendships are vulnerable to 
disturbances due to anger disputes (Laursen, Hartup, & Koplas, 1996). Thus, perhaps for those 
girls who respond in gender atypical ways and thereby alienate their friends, depressive 
symptoms are an outcome. Future research should examine the possible mediating role of peer 
acceptance between the relations of anger dysregulation and depressive symptoms.  
Emotion inhibition. In support of our hypothesis, and consistent with prior studies (Betts 
et al., 2009; Garber et al., 1995), inhibition of sadness predicted increases in child-reported 
depressive symptoms for both boys and girls; however, this finding only emerged concurrently. 
This finding was not found with mother-reported depressive symptoms. Since the child- reported 
emotion inhibition scale measures lack of emotional expressivity, and the mother-reported 
depressive measure focuses on somatic symptoms and emotions that adolescents may not discuss 
(e.g., feeling guilty, feeling worthless), mothers may not be the best informants about the 
“hidden” or cognitive aspects of depression unless their child communicates these thoughts or 
shows specific emotions to her. Research suggests that emotion inhibition is related to less 
effective and successful social functioning (Eisenberg et al., 1995), which may hinder 
adolescents from forming high quality friendships. Therefore, it may be that adolescents who 
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inhibit their sadness may be less likely to form and maintain a friendship, which is associated 
with depressive symptoms (Field, Miguel, & Sanders, 2001).  
 An intriguing set of findings emerged for the inhibition of anger such that for girls, the 
inhibition of anger was related to increased depression but for boys, the inhibition of anger 
predicted less depression concurrently. It appears that suppression of negative emotion is 
problematic for girls, which may be due to their socialization history in which parents encourage 
the early expression of emotion (Chaplin, Cole, & Zahn-Waxler, 2005). However, for boys, it 
may be that inhibiting anger leads to more positive outcomes given that boys tend to exhibit 
more aggressive behaviors which lead to maladaptive outcomes (Kerr & Schneider, 2008). 
Perhaps, inhibition of their angry feelings leads to reinforcement by others for their self-
controlled behavior.  
Surprisingly, increases in anger inhibition predicted decreases in depressive 
symptomology for boys. This finding was not found for mother-reported depressive symptoms. 
The finding contradicts earlier work (Garber et al., 1995), which supports a positive association 
between anger inhibition and increased depression. These findings may indicate that boys who 
inhibit anger may think that inhibition is an acceptable way to cope with anger due to 
socialization processes. Research has indicated that fathers are more likely to restrict sons’ than 
daughters’ expression of anger toward them (Block & Block, 1980). This socialization may 
prime boys to inhibit their anger in their relationships, which may seem productive, since 
decreased anger expressivity has been associated with increased social status (Coie & Dodge, 
1988).  
Hypothesis B: Friendship Qualities will predict depressive symptoms 
Poor Friendship Quality 
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Consistent with our hypothesis, increases in friendship quality predicted decreases in 
depressive symptoms longitudinally and concurrently based on child-report. The concurrent 
finding is consistent with prior research, which has demonstrated that increased friendship 
quality predicted decreases in depressive symptomology (Bukowski, Gauze, Hoza, & Newcomb, 
1993; Nangle et al., 2003; Oldenburg & Kerns, 1997; Parker & Asher, 1993). A novel 
contribution of the current research is that all youth participated with a reciprocated best friend at 
T1 and the results demonstrated this result longitudinally. Perhaps mutual reciprocity allows for 
higher levels of social support and satisfaction within friendships. Prior research has indicated 
that mutuality and reciprocity support the creation of more intimate, closer friendships, which 
may help partially protect against youth developing depression (Hartup & Stevens, 1997). 
Surprisingly, gender did not moderate the relation between friendship quality and depression, 
which is consistent with prior literature (Prinstein, 2007), indicating the vital role of friendship 
for both boys and girls. This association implies that higher levels of friendship quality may 
provide a protective benefit.  
In contrast with our hypothesis, friendship quality did not predict mother-reported 
depressive symptomology. Research has indicated that adolescents' increased understanding of 
the interpersonal nuances of emotion expressivity and their shifting relationships with parents 
and peers can affect their decisions to express emotions to particular individuals (Fuchs & 
Thelen, 1988). Therefore, it is possible that adolescents may express their emotions very 
differently within their parental and peer relationships. This may mean that the association 
between adolescent’s perceptions of their friendships and mother’s perceptions of depressive 
symptomology in their children may be diminished due to discrepancies in perceptions of 
emotional expressivity. However, the association between child- and mother-report of depressive 
symptoms was significant (r = .27, p = .02) when controlling for child- and mother-reported 
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anxiety. This suggests that there may be other processes at play in addition to differences in 
perceptions of depressive symptoms.  
Specific Friendship Qualities  
Some aspects of friendship quality predicted depressive symptoms longitudinally and 
concurrently. Specifically, significant effects based on child-report were found for friendship 
help and guidance longitudinally, and companionship and recreation, conflict resolution and 
validation concurrently. Conflict resolution also predicted concurrent mother-reported depressive 
symptoms. Other aspects of friendships, including conflict resolution, validation and caring, 
intimate exchange, and companionship and recreation did not predict lower child-reported 
depressive symptoms longitudinally. Help and guidance, intimate exchange did not predict child-
reported depressive symptoms concurrently. Further, help and guidance, validation and caring, 
companionship and recreation, and intimate exchange also did not significantly predict mother-
reported depressive symptomology longitudinally. Lastly, conflict resolution, help and guidance, 
validation and caring, companionship and recreation, and intimate exchange did not predict 
mother-reported depressive symptomology concurrently. An in-depth discussion of these 
findings by friendship quality component is continued below.  
Instrumental help and guidance. Consistent with our findings, friendship help and 
guidance negatively predicted depressive symptoms; however, this finding was only significant 
for boys. Research indicates that girls are more likely than boys to rely on friendships for 
validation and emotional support (Kingery et al., 2011). However, there is no evidence of gender 
differences in advice-giving or helpfulness. It is possible that adolescent boys and girls may 
differ in how they provide help in their peer relationships. Research on parental socialization has 
indicated that boys are socialized to use problem-solving responses to emotional issues or 
disturbances more than girls (Eisenberg et al., 1998). This socialization may generalize to peer 
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relationships, where they may continue to be reinforced in the dyad. Further research could 
explore these differences in more detail.  
Companionship. Consistent with our hypothesis, companionship negatively predicted 
depressive symptoms but for girls only. Companionship is a relative passive aspect of friendship 
(i.e., simply being present), whereas instrumental help is a direct and active approach to assisting 
a friend in need of tangible help. It may be that girls place more emphasis on time spent together, 
indicating that girls may receive support though more non-active means, like “simply being 
there” for a friend. The value placed on spending time together may facilitate the manifestation 
of certain types of maladaptive social support, like co-rumination. Research has indicated that 
co-rumination occurs more often in girls than boys (Rose, 2002), and co-rumination predicts less 
co-problem-solving and more depressive episodes in adolescents with Major Depressive 
Disorder (Waller, Silk, Stone, & Dahl, 2014). Thus, it may be that companionship within girls’ 
close friendships may be protective but can also lead to maladaptive social processes.  
Conflict resolution. The findings provided support for the hypothesis such that conflict 
resolution predicted less child-reported, and mother-reported depressive symptomology. Gender 
did not moderate the effect, suggesting that conflict resolution within a close friendship is likely 
a beneficial aspect of friendship quality regardless of gender. Conflict resolution was a 
significant predictor for child-reported depression, concurrently, which parallels prior research 
indicating that conflict resolution skills increase throughout adolescence (Berndt, 1982), and that 
conflict resolution may provide some type of buffer against depressive symptomology (Jenkins, 
Goodness, & Buhrmester,2002). Conflict resolution also longitudinally predicted mother-
reported depressive symptoms. The CBCL DSM-oriented Affective subscales focuses on 
somatic symptoms, dysregulated expression of negative emotions (e. g., crying), and the 
experience of more complex negative emotions (e. g., feeling guilty). It may be that youth who 
EMOTION AND FRIENDSHIP ON ADOLESCENT DEPRESSION                                                        50 
 
have better conflict resolution within their friendships at T1 are less likely to feel the negative 
emotion states that may occur when having conflict with a close friend (e. g., feeling guilty about 
saying something mean to their friend). If this is the case, the use of mother-report would reflect 
the lack of dysregulated negative emotion expression, and complex emotions, like feeling guilty.  
Conflict resolution is a vital skill for responding to interpersonal conflict, particularly the more 
distressing type of conflict that occurs in best friendships. Since interpersonal conflict is known 
to be particularly predictive of depression (La Greca & Harrison, 2005), conflict resolution may 
help relieve these effects, if not buffer them.  
Validation. As predicted, youth who reported often receiving validation from their best 
friend had fewer child-reported symptoms. Prior studies have indicated the protective benefit of 
validation on internalizing symptoms (Chappel, 2013; Cohen & Willis, 1985). Specifically, 
obtaining validation for their emotion states may allow youth to become more skilled at correctly 
identifying their emotions and working through their emotional problems. Youth may receive 
feedback on their ability to regulate their emotions, and in turn, use this feedback in the future. 
However, it is plausible, due to the lack of longitudinal findings, that there may be bi-directional 
effects, such that depressed youth are less likely to validate, or notice the validation they receive 
from their friend.  
Intimate exchange. Surprisingly, no significant effects for the friendship quality 
component of intimate exchange were found in the present study for either reporter. Given that 
reciprocated best friends participated in this study and many had been friends since they were 
toddlers or preschoolers, they may take the closeness of their friendships for granted. Thus, it 
may be that depression is not related to this friendship quality because these youths are already 
receiving adequate emotional support.  
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Notably, the aspects of best friendship that were significantly associated with depressive 
symptoms appear to have revolved around problem solving. Help and guidance, conflict 
resolution, and validation were more “active” strategies that allowed adolescents to work out 
problems with their best friend. Friendship companionship, while “passive”, does allow for 
increased time spent together, which may mean increases in other types of problem talk, like co-
rumination, which carries both negative and positive associations with depression (Rose, 
Carlson, & Walker, 2007). There were interesting gender differences as well. For example, boys 
might offer instrumental help and guidance in the form of more practical advice or problem 
solving when their friends are distressed. Companionship may allow girls to have more time to 
discuss their problems through methods that may not be examined by the questionnaire. 
Validation may allow youth to express their emotion problems and receive feedback and support 
from their friend. Lastly, conflict resolution offers the essential skill of working through and 
resolving conflict within their best friendships.  
Limitations and Future Directions 
 Although this study had many strengths, including the use of multiple reports of 
depressive symptoms, a longitudinal design to examine directionality of relations, statistical 
analyses that controlled for comorbid anxiety symptoms, and an adequate sample size, there 
were also several weaknesses. Our sample size consisted mainly of Caucasian, upper-middle 
class participants. Since research indicates that race and cultural norms can affect friendship 
quality (Way & Chen, 2000; Way & Greene, 2005), replicating our findings with a more diverse 
sample would be beneficial. Further replication of our findings using a clinical sample would 
also be valuable, since the types of buffering effects that may affect the maintenance of 
depression may differ significantly among youth who have a clinical diagnosis. Finally, the low 
internal consistency of our sadness dysregulation scale at both time points (T1, α = .59; T2, α = 
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.42), required cautious interpretation of findings using these variables. When examining the 
internal consistencies by gender, girls had lower reliability at T1 (α = .23) than boys (α = .52) but 
boys had a lower internal consistency at T2 (α= .47) than girls (α= .53). It may be that one item 
(i.e., “I cry and carry on when I am sad”) caused confusion for the respondents as this item had 
the most inconsistency during the first time point. In particular, the item may have implied that 
participants were supposed to answer whether or not they cried when they were sad, and then let 
go of their sadness and “carried on”, as in persevering through their sadness and stopping their 
emotional expressivity despite still being sad. It may have also implied that, as initially intended, 
that youth would answer as to whether not they cried when they were sad and continued to voice 
and express their sadness. At T2, another item (i.e., “I whine/fuss about what is making me feel 
sad”), had the most inconsistent pattern of findings. Again, the wording of the item may have 
confused the participants, such that whining/fussing is associated with being a child who cannot 
control their emotions. It is likely that the participants, now two years older with some entering 
high school, do not view themselves this way, and answered more inconsistently than for the 
other items.  
 Finally, another weakness of this study is the reliance on self-report for matters that may 
be sensitive to young adolescents such as feelings of depression and anxiety. Further, it may be 
that youth are not completely aware of how they respond to their emotions and thus, may 
unintentionally mispresent themselves as more skilled at emotion regulation and emotional 
awareness than may be the case. As indicated earlier, mothers may also not be the best reporters 
of the private thoughts and emotions of their adolescent which may have resulted in inaccurate 
portrayals of their child’s symptoms of depression and anxiety. However, as other research has 
indicated (De Los Reyes et al., 2015), information from both child and mother reporters may 
differ but adds important perspectives to understanding psychological and emotional functioning.  
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Clinical Implications 
 The results of the current study have implications for clinical practice. Adolescents with 
depressive symptomology are likely to report a variety of emotional and interpersonal difficulties 
(La Greca & Harrison, 2005). Given the role of peer relationships on depressive symptomology 
highlighted in this study, clinicians might derive important information about potential buffering 
factors or gain insight into the types of emotion regulation strategies used in these relationships, 
and how they can affect the maintenance of adolescent depression. Inquiring about the health and 
quality of adolescents’ peer relationships may provide clinicians more information about the 
forms of support youth receive from their friends and provide a clearer understanding of external 
reinforcers. Further, having depressed youth participate in some type of emotion-based therapy 
could provide adolescents with skills to successfully understand and cope with their emotions. 
For example, one type of emotion focused-therapy, the Unified Protocol Treatment 
(Ehrenreich, Goldstein, Wright, & Barlow, 2009), focuses on provoking emotion in clients and 
then creating emotional tolerance through the presentation of situational, internal, and somatic 
cues.  
Adapting these methods to focus on more gender-specific emotion coaching techniques 
may provide more effective and focused help to adolescents. For example, the results from this 
study highlighted the role of maladaptive anger regulation coping, and inhibition on the 
emergence of depressive symptomology in girls. Considering the significant role of maladaptive 
anger expression in the emergence and maintenance of female depression, emotion-focused 
therapy should seek to provide support to withdraw potential socialization factors that have 
contributed to this association. Through active coaching, perhaps with less static stimuli (e.g., 
practicing with parents or peers instead of scripts), adolescent girls can learn to effectively 
acknowledge, cope, and manage their anger in future situations by discussing frustrating 
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situations in clinical coaching sessions with parents or peers, and therefore reinforcing their new 
skills with individuals outside of clinical sessions.  
In addition, maladaptive sadness coping has been associated with male depressive 
symptomology in this study. Emotion-focused therapy should seek to examine socialization 
factors that may have contributed to the learning of this maladaptive behavior and seek to resolve 
these patterns in a therapeutic context. Further, research states that males are more likely to use 
more problem-focused strategies (Eisenberg et al., 1998). Emotion-therapy should seek to 
continue use of these problem –focused strategies (e.g., the adolescent attempting to actively 
change the emotionally charging environmental situation), but should also seek to promote more 
“passive” emotion regulation coping, like understanding and accepting situations that cannot be 
changed. This type of intervention approach may help adolescent males view their emotional 
states as natural, and that they are not harmful in and by themselves.  
Conclusion   
Our findings from the first hypothesis suggest that emotion regulation at this 
developmental stage is an important component to the emergence and maintenance of depressive 
symptomology. Poor emotion awareness, reluctance to express emotion, increased anger 
dysregulation, less anger regulation coping, and increased sadness inhibition have contributed to 
adolescent depression. Further, maladaptive anger coping, dysregulation, and inhibition, have 
contributed to female depression specifically, and maladaptive sadness coping and dysregulation 
to male depression specifically. The findings also suggest that adolescent friendships provide 
both negative and positive effects that can potentially exacerbate or lessen the emergence and 
maintenance of depressive symptoms. Specifically, the use of help and guidance by boys, 
companionship by girls, and validation and conflict by both genders provide protective benefits.  
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These findings from this research provide support for a growing body of research that has 
examined both variables (i.e., emotion regulation, friendship quality) separately, but our research 
contributes a novel understanding about how emotion regulation skills within reciprocated best 
friendships of varying quality may provide a buffer against adolescent depression. Therefore, the 
results of this study may help to identify potential risk and protective factors for depression 
among adolescents. Interpersonal stress may be considered a risk for adolescent depression; 
therefore, preventative measures should be created to minimize the emergence of depressive 
symptomology. Further, it is important to include peer relationships in culturally relevant 
interventions for adolescents suffering from depression. For the development of successful 
interventions for these youth, a focus on healthy friendships with help and guidance skills, 
increasing time spent together, and conflict resolution skills, should be used. These interventions 
should also encourage individuals to learn more about their emotional states and how to express 
their negative emotions in constructive and helpful ways. Future studies could examine the 
success of having best friend dyads participate in some therapy sessions together so that they can 
learn the most helpful ways to support each other in order to reduce depressive symptoms among 
adolescents.  
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Table 1 
 
Means, Standard Deviations, and Gender Differences for T1 Variables 
 
 Girls Boys Total  
Variable M  M  M (SD) t-value (df) 
Age 12.6 (.97) 12.70 (1.04) 12.65 (1.01) .75 (105) 
CDI Depressive Symptoms 7.94 (5.71) 6.61 (5.90) 7.83 (2.59) 1.13 (93) 
MASC Anxiety Symptoms 12.95 (4.92) 10.86 (5.45) 13.23 (5.26) 2.06 (104) 
CBCL Affective Score 1.38 (1.89) 1.55 (1.55) 1.35 (1.74) .13 (93) 
CBCL Anxiety Score 1.17 (1.37) 1.13 (1.12) 1.49 (1.67) .08 (93) 
EESC Poor Awareness 20.50 (5.11) 17.57 (6.15) 19.37(5.70) .23 (105) 
EESC Emotional Reluctance 200.73 (4.90) 21.27 (5.82) 21.25 (5.51) 2.23 (105) 
CSMS Dysregulation 5.21 (1.64) 4.70 (1.26) 4.85 (1.44) 1.55 (105) 
CSMS  Regulation Coping 11.90 (2.18) 11.91 (1.63) 11.89 (1.89) 4.11 (105)* 
CSMS Inhibition 8.31 (1.75) 8.53 (1.97) 8.54 (1.96) 3.34 (105) 
CAMS Dysregulation 4.69 (1.53) 4.44 (1.62) 4.62(1.50) .44 (105) 
CAMS Regulation Coping 9.30 (1.79) 9.32 (1.88) 9.23 (1.89) .08 (104) 
CAMS Inhibition 7.95 (1.92) 7.85 (2.03) 7.89 (1.87) .09 (104) 
 
   
 
 
    
Note .* p < .05, CDI = Child Depression Inventory; MASC = Multidimensional Anxiety Scale for Children; CBCL = Child Behavior 
Checklist completed by mother; EESC = Emotion Expression Scale for Children; CSMS = Children’s Sadness Management Scale; 
CAMS = Children’s Anger Management Scale 
 
 
 
EMOTION AND FRIENDSHIP ON ADOLESCENT DEPRESSION                                                        74 
 
Table 2 
 
Means, Standard Deviations, and Gender Differences for Variables at T1 cont. 
 
 Girls Boys Total  
Variable M (SD) M (SD) M (SD) t-value (df) 
Positive Friendship Quality 61.61 (9.78) 55.50 (12.93) 58.40 (10.04) 3.28 (103) 
Friendship Validation 12.90 (2.34) 11.82 (2.99) 12.44 (2.41) 2.23 (105) 
Friendship Conflict Resolution 12.40 (2.10) 11.80 (2.81) 12.10 (2.70) 4.29 (105)* 
Friendship Companionship 12.18 (3.04) 11.86 (3.38) 12.02 (2.74) .31 (105) 
Friendship Instrumental Help 11.88 (2.57) 10.80 (2.99) 11.19 (3.27) .34 (105) 
Friendship Intimate Exchange 12.30 (2.71) 9.19 (3.06) 10.65(2.51) .01 (105) 
 
    
 
    
Note. * p < .05, all variables are from the Friendship Quality Questionnaire. 
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Table 3 
 
Means, Standard Deviations, and Gender Differences at T2 Variables 
 
 Girls Boys Total  
Variable M (SD) M (SD) M (SD) t-value (df) 
Age 14.60 (.92) 14.53 (.90) 14.56 (.91) 0.41 (107) 
CDI Depressive Symptoms 7.00 (5.71) 6.54 (6.54) 6.79 (3.10) 0.41 (106) 
MASC Anxiety Symptoms 48.00 (17.54) 39.29 (14.48) 44.12 (16.75) 2.76 (106) 
CBCL Affective Score 1.63 (2.62) 1.96 (2.63) 1.50 (1.69) 1.99 (102) 
CBCL Anxiety Score 1.27 (1.67) 1.28 (1.68) 1.13 (1.59) 0.08 (102) 
EESC Poor Awareness 18.01 (5.43) 15.91 (5.46) 17.09 (5.53) 1.99(107) 
EESC Emotional Reluctance 21.70 (4.41) 21.62 (5.88) 21.67 (5.09) 0.08 (107) 
CSMS Dysregulation 5.06 (1.22) 4.39 (1.31) 4.77 (1.29) 2.73 (107) 
CSMS  Regulation Coping 11.98 (2.04) 12.97 (1.52) 12.42 (1.89) -2.83 (107) 
CSMS Inhibition 8.29 (1.80) 8.45 (1.96) 3.37(1.87) -0.45 (107) 
CAMS Dysregulation 4.40 (1.31) 4.60 (1.63) 4.50 (1.46) 0.04 (107) 
CAMS Regulation Coping 10.04 (1.62) 10.02 (1.89) 10.04 (1.74) -0.69 (107) 
CAMS Inhibition 8.24 (1.96) 8.22 (2.09) 8.24 (2.02) 0.08 (107) 
 
    
     
Note. CDI = Child Depression Inventory; MASC = Multidimensional Anxiety Scale for Children; CBCL = Child Behavior Checklist 
completed by mother; EESC = Emotion Expression Scale for Children; CSMS = Children’s Sadness Management Scale; CAMS = 
Children’s Anger Management Scale 
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Table 4 
 
Means, Standard Deviations, and Gender Differences for Variables at T2 cont. 
 
 Girls Boys Total  
Variable M (SD) M (SD) M (SD) t-value (df) 
Positive Friendship Quality 63.31 (7.52)  54.60 (10.97)   59.48 (10.11) 8.07 (107) 
Friendship Validation 13.26 (1.69) 11.50 (2.81) 12.49 (2.41)  13.07 (107)*** 
Friendship Conflict Resolution 12.47 (2.21) 11.54 (2.66) 12.06 (2.46) 1.67 (107) 
Friendship Companionship 13.26 (1.96) 11.91 (2.79) 12.67 (2.45) 7.39 (107)** 
Friendship Instrumental Help 11.98 (2.05) 10.68 (2.77) 11.41 (2.47) 4.37 (107)* 
Friendship Intimate Exchange 12.32 (2.33) 8.95 (2.95) 10.84 (3.09) 3.05 (107)** 
 
   
 
     
Note. * p < .05, ** p < .01, *** p < .001; all variables are from the Friendship Quality Questionnaire 
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Table 5 
 
Means, Standard Deviations, and Differences between Youth who Participated at T1 and Those who Participated at both Time Points 
 
 T1 Recruited Total T1 Longitudinal    
Variable M (SD) M (SD) t-value (df) 
Gender 0.50 (.49) .44 (0.50) 0.75 (165) 
Age 153.20 (.95) 151.33 (1.01) 0.73 (165) 
Ethnicity 1.57 (.87) 1.31(0.94) 1.92 (164)t 
Friendship Length 61.55 (45.73) 60.61(40.30) 0.14 (165) 
Depressive Symptoms 7.53 (6.12) 7.83 (2.59) 1.63 (160) 
Anxiety Symptoms 12.45 (5.26) 44.12 (16.75) -1.36 (160) 
Mother-Reported Depressive Symptoms 1.35 (1.74) 1.50 (1.69) -1.83 (135) 
Mother-Reported Anxiety Symptoms 1.49 (1.67) 1.13 (1.59) -0.56 (137) 
Poor Awareness 19..50 (5.59) 19.21(5.75) 0.37 (165) 
Emotional Reluctance 21.38 (5.51) 20.97 (5.31) 0.30 (165) 
Sadness Dysregulation 4.55 (1.29) 4.99 (1.50) 1.10 (165)t 
Sadness Coping 11.80(1.97) 11.90 (1.95) 0.004 (165) 
Sadness Inhibition 8.61 (1.94) 8.41 (1.84) 0.03 (165) 
Anger Dysregulation 4.55 (1.29) 4.58(1.50) 1.37 (164) 
Anger Coping 9.23 (1.95) 9.31 (1.82) 0.35 (164) 
Anger Inhibition 7.93 (1.83) 7.90 (1.96) 0.26 (164) 
Positive Friendship Quality 58.81 (10.04) 58.93 (11.62) 1.05 (163) 
Friendship Validation 12.43 (2.51) 12.44 (2.41) 5.88 (165) 
Friendship Conflict Resolution 12.19 (2.40) 12.10 (2.70) 0.003 (165) 
Friendship Conflict 6.01 (2.72) 5.85 (2.97) 0.007 (165) 
Friendship Companionship 12.03 (2.96) 12.02 (2.74) 4.65 (163) 
Friendship Instrumental Help 11.32 (2.74) 11.19 (3.27) 0.30 (165) 
Friendship Intimate Exchange 10.95 (3.30) 10.93(3.25) 0.19 (165) 
Note. t p < .10    
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Table 6 
Internal Consistency Reliabilities at T1and T2 
 
Variable T1 Reliability T2 Reliability 
CDI .76 .86 
MASC .76 .93 
CBCL: Affective Score .64 .76 
CBCL: Anxiety Score .64 .67 
EESC: Poor Awareness .73 .82 
EESC: Emotional Reluctance .69 .78 
CSMS: Sadness Inhibition .69 .73 
CSMS: Sadness Dysregulation .59 .42 
CSMS: Sadness Cope .74 .63 
CAMS: Anger Inhibition 74 .76 
CAMS: Anger Dysregulation .75 .56 
CAMS: Anger Coping .70 .67 
FQQ: Total Friendship Quality .78 .85 
FQQ: Friendship Validation .64 .81 
FQQ: Friendship Conflict Resolution .88 .63 
FQQ: Friendship Conflict .71 .86 
FQQ: Friendship Companionship .68 .63 
FQQ: Friendship Help .83 .64 
FQQ: Friendship Intimate Exchange .86 .86 
FQQ: Friendship Validation .64 .81 
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Table 7 
 
Correlations between T2 Depression. T1 Anxiety, and T1 Emotional Competencies 
 
 
 
Variable 1 2 3 4 5 6 7 8 9 10 11 12 13  
    1) Child Gender   -              
  2) Child Age  .07              
Depression    -             
  3) Child-Reported -.11 .08    -            
  4) Mother-Reported  .04 .03 .20*           
Anxiety      -          
   5) Child reported -.15 .07 .35*** .03   -         
   6) Mother Reported -.01 -.08 .12 .60*** .06         
Emotional Competencies        -        
  7) Poor Awareness -.23* -.06 .44*** .13 .34*** .03   -       
  8) Emotional Reluctance  .04 .12 .30** .07 .22* -..07 .57***   -      
  9) Sadness Inhibition  .09 .03 .31** .01 .28* -.05 .27** ..45***   -     
  10) Sadness Regulation Coping  .03 .06 -.37*** -.07 -.17 .06 -.31** -.30** .06   -    
  11) Sadness Dysregulation -.24* -.06 .11 .04 .19* .07 .24* .07 -.16 -.33***   -   
  12) Anger Inhibition  .03 .04 .12 .05 .19* -.09 .16 .347*** .49*** .02 .15   -  
  13) Anger Regulation Coping  .01 -.03 -.31** -.07 -.25* -.03 .33*** -.19 .02 .43*** -.28** .40***   - 
  14) Anger Dysregulation -.11 .09 .37*** .08 .08 -.09 .38*** .12 -.09 -.20* .28** --.26** -.57 
Note.* p < .05, ** p < .01, *** p < .001        
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Table 8  
 
Correlations between T2 Depression and T1 Friendship Qualities 
 
 
 
 
 
 
 
 
 
Variable 1 2 3 4 5 6 7 8 9 10 11 
1) Child Gender -           
2) Child Age .07           
Depression  -          
  3) Child-Reported -.11 .08 -         
  4) Mother-Reported  .04 .03 .20         
  Anxiety    -        
  5) Child-Reported -.21* .08 .22** .08 -       
  6) Mother-Reported -.01 -.08 .12 .60*** .07       
Friendship Qualities      -      
  7) Positive Friendship Quality -.24* -.03 -.30** -.25* .16 -.07 -     
 8) Friendship Validation -.16* .03 -.22* -.11 .20* .03 .83*** -    
 9) Friendship Conflict Resolution -.14** -..06 -.23* -.23* .07 -.07 .78*** .61*** -   
 10) Friendship Companionship -.05 .03 38*** -.28** ..07* -.24* .79*** .57*** .54*** -  
 11) Friendship Help -.18 -.22* .12 -.21 .06 -.07 .84*** .62** .53*** .66*** - 
 12)Friendship Intimate Exchange -.48 .01 -.27**   -.19 .20* .05 .77*** .57** .51*** .39*** .59*** 
Note.* p < .05, ** p < .01, *** p < .001          
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Table  9 
 
Correlations between T2 Depression. T2 Anxiety, and T2 Emotional Competencies 
Variable 1 2 3 4 5 6 7 8 9 10 11 12 13 
  1) Child Gender   -             
  2) Child Age -.03             
Depression    -            
  3) Child-Reported -.03 -.03    -           
  4) Mother-Reported .06 -.08 .28           
Anxiety      -          
   5) Child reported -.26** .11 .33** .16   -         
   6) Mother Reported .10 -.06 .20 .52*** .19         
Emotional Competencies        -        
  7) Poor Awareness -.20* -.01 .45*** .15 .46*** .13   -       
  8) Emotional Reluctance -.01 .10 .43*** .17 .48*** .19 .51***   -      
  9) Sadness Inhibition ..03 -.02 .26** .15 .33** .22* .33** .60***   -     
  10) Sadness Regulation Coping .26** .05 -.45*** .03 -.18 .04 -.43** -.17 -.04   -    
  11) Sadness Dysregulation -.24** -.06 .36*** .04 .34*** -.13 .22* .14 .10 -.35***   -   
  12) Anger Inhibition -.01 .02 .07 .19 .37*** .11 .16 .42*** .55*** .04 .13   -  
  13) Anger Regulation Coping -.01 .11 -.34*** -..19 .06 -.18 -.11 -.02 .09 .38 -.03 .39***   - 
  14) Anger Dysregulation 
.07 -.04 .39*** .13 .07 -.06 .22* .12 .02 -.26 .21* --.12 
-
.37*** 
Note.* p < .05, ** p < .01, *** p < .001        
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Table 10 
Correlations Between T2 Depression and T2 Friendship Qualities 
 
 
 
 
 
 
 
Variable 1 2 3 4  5 6 7 8 9 10                     11
1) Child Gender -           
2) Child Age -.03           
Depression  -          
  3) Child-Reported -.03 -.03 -         
  4) Mother-Reported  .06 .-08 .28         
  Anxiety    -        
  5) Child-Reported -.26** .11 .33** .16 -       
  6) Mother-Reported .10 -.06 .20* .60*** .19*       
Friendship Qualities      -      
  7) Positive Friendship Quality -.42** -.08 -.19* -.18 .04 -.10 -     
  8)  Friendship Validation -.36*** -.04 -.23** -.18 .07 -.05 .84*** -    
  9) Friendship Conflict Resolution -.18* -.03 -.29** -.18 -.07 -.10 .73*** .55*** -   
  10) Friendship Companionship -.27* -.11 -.05 -.11 .07 -.09 .72*** .48*** .47*** -  
  11) Friendship Companionship -.25** -.12 -.12 -.13 -.03 -.07 .78*** .64*** .46*** .41*** - 
  12) Friendship Help -.54*** -.03 -.07 -.12 .10 -.10 .82*** .63*** .44*** .49*** .57*** 
Note.* p < .05, ** p < .01, *** p < .001           
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Table 11 
 
Gender Moderation of T2 Poor Awareness and Emotional Reluctance and Child- Reported Depressive Symptoms 
Variable 
  
B SE B                          
Model 1    
Step One     
    Anxiety Symptoms .113 0.03                 .329** 
Step Two     
    Gender .982 1.04                 .085 
    Poor Awareness 2.27 0.57                 .389*** 
Step Three     
    Gender x Poor Awareness         -.769 1.03                -.458 
 
       R2  .204  
      F for change in R2  0.55  
Model 2    
Step One     
    Anxiety Symptoms          .113 0.03                 .329** 
Step Two     
    Gender          .145 1.06                 .013 
    Emotional Reluctance          2.02 0.58                 .352** 
Step Three     
    Gender x Emotional Reluctance        -1.44 1.03                -.192 
 
     R2  0.19  
    F for change in R2  1.94  
Note. †p < .10, *p < .05, *p < .01. 
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Table 12 
Gender Moderation of T1 & T2 Anger and Sadness Dysregulation and Child- Reported Depressive Symptoms 
Variable 
  
B SE B                                  
Model 1    
Step One     
    Depressive Symptoms at T1  .609 0.09                                 .547*** 
    Anxiety Symptoms at T1 -.296 0.11 .268* 
    Anxiety Symptoms at T2  .127 0.03    .371*** 
Step Two     
    Gender   .753 1.00 .064 
    Anger Dysregulation   .041 0.51 .007 
    Sadness Dysregulation   .313 0.49 .052 
Step Three     
    Gender x Anger Dysregulation -.2.50 0.94   -.308** 
    Gender x Sadness Dysregulation 
1.42 1.03 
.147 
 
           R2  .38  
          F for change in R2   3.70*  
 
Model 2 
   
Step One     
    Anxiety Symptoms at T2 .113 .032  .329** 
Step Two    
    Gender .756                 1.03                                  .065 
    Anger Dysregulation 1.84 0.49     .321*** 
    Sadness Dysregulation 1.29 0.54 .223* 
Step Three     
    Gender x Anger Dysregulation .997 1.010                                 .129 
    Gender x Sadness Dysregulation 
.534 1.043 
                                .063 
 
         R2  0.25  
        F for change in R2  0.79  
Note. †p < .10, *p < .05, *p < .01.    
EMOTION AND FRIENDSHIP ON ADOLESCENT DEPRESSION                                                        85 
 
 
Table 13 
 
Gender Moderation of T2 Sadness and Anger Dysregulation and Mother- Reported Depressive Symptoms 
 
 
 
 
 
 
 
 
 
Variable B SE B  
Step One     
    Anxiety Symptoms at T2 .942 0.15       .518*** 
Step Two     
    Gender .167 0.47 .032 
    Anger Dysregulation at T2 .248 0.23 .096 
    Sadness Dysregulation at T2 .220 0.24 .083 
Step Three     
     Gender x Anger Dysregulation -.338 0.45 -.097 
     Gender x Sadness Dysregulation 1.290 0.46     .336** 
 
R2 
  
.30 
 
F for change in R2    3.86*  
Note.* p < .05, ** p < .01, ***p < .001    
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Table 14 
 
Gender Moderation of T1 & T2 Anger and Sadness Coping and Child-Reported Depressive Symptoms 
Variable 
  
B SE B                          
Model 1    
Step One     
    Depressive Symptoms at T1  .611 0.09                     .548*** 
    Anxiety Symptoms at T1 -.296 0.11                     .268* 
    Anxiety Symptoms at T2  .127 0.03                     .370*** 
Step Two     
    Gender  .468 0.96                      .040 
    Anger Coping at T2 -.641 0.53                    -.105 
    Sadness Coping at T2                           -1.11 0.51                    -.192* 
Step Three     
     Gender x Anger Coping 3.15          1.05                    .349** 
    Gender x Sadness Coping -2.44          1.07                   -.237* 
 
R2           0.44  
F for change in R2          4.96**  
 
Model 2 
  
 
Step One (control variables)    
    Anxiety Symptoms at T2 .113 .032                    .329** 
Step Two (main effects)    
    Gender                           1.48           1.00                    .128 
    Anger Coping at T2                          -1.31 0.51                   -.229*** 
    Sadness Coping at T2                          -1.87 0.53                   -.324* 
Step Three (interaction)    
     Gender x Anger Coping                          -.449 1.00                   -.056 
    Gender x Sadness Coping                          -.289 1.15                   -.279** 
 
R2  0.34  
F for change in R2     4.62*  
Note. †p < .10, *p < .05, *p < .01.    
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Table 15 
 
 Gender Moderation of T1 & T2 Anger and Sadness Coping and Mother-Reported Depressive Symptoms. 
Variable B SE B  
Step One (control variables)    
    Depressive Symptoms at T1 .813 0.13           .591*** 
    Anxiety Symptoms at T1 -.450 0.19                     - .237* 
    Anxiety Symptoms at T2 .754 0.17         .393*** 
Step Two (main effects)    
    Gender .164 0.43     .029 
    Anger Coping -.175 0.24    -.061 
    Sadness Coping .367 0.22     .137 
Step Three (interaction)    
    Gender x Anger Coping .931 0.49      .213* 
    Gender x Sadness Coping                -.938 0.53    -.182 
 
R2 
 
                    
                   0.55 
 
F for change in R2  2.31  
Note. * p < .10, ** p < .05, ***p < .01, ****  p < .001    
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Table 16 
 
Gender Moderation of Anger and Sadness Inhibition and Child-Reported Symptoms 
 
 
 
  
Variable B SE B  
Step One (control variables)    
    Anxiety Symptoms at T2                .113 0.03     .329** 
Step Two (main effects)    
    Gender               .446                   1.09 .039 
    Anger Inhibition              -1.08                   0.64                   -.188 
    Sadness Inhibition                1.50                   0.64                     .258* 
Step Three (interaction)    
    Gender x Anger Inhibition               -3.67                  1.21    -.439** 
    Gender x Sadness Inhibition                1.25                  1.22 -.151 
 
R2                    .19  
F for change in R2                   4.80*  
Note.* p < .05, ** p < .01, ***p < .001    
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Table 17 
Gender Moderation of T1 Positive Friendship Qualities and Child- Reported Depressive Symptoms 
Variable 
  
B SE B                          
Model 1    
Step One (control variables)    
    Depressive Symptoms at T1 .629 0.09      .560*** 
    Anxiety Symptoms at T1 -.315 0.11           -.285** 
    Anxiety Symptoms at T2 .129 0.03     .376*** 
Step Two (main effects)    
    Gender .240 1.00                           .020 
    Positive Friendship Quality -1.00 0.48                         -.183* 
Step Three (interaction)    
     Gender x Positive Friendship Quality -.1.40 0.92                         -.192 
    
           R2   .39  
          F for change in R2  0.23  
 
Model 2 
   
Step One (control variables)    
    Anxiety Symptoms at T2 .113 .032                           .329 
Step Two (main effects)    
    Gender -.490 1.19                          -.042 
    Positive Friendship Quality -1.27 0.58                          -.220* 
Step Three (interaction)    
     Gender x Positive Friendship Quality 1.67 1.21  .219 
    
         R2   .13  
        F for change in R2  1.89  
Note. †p < .10, *p < .05, *p < .01.    
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Table 18 
 
Gender Moderation of T1 Friendship Qualities and Child-Reported Depressive Symptoms 
Variable 
  
B SE B                                 
    
Step One (control variables)    
    Depressive Symptoms at T1 .623 0.09      .560*** 
    Anxiety Symptoms at T1 -.315 0.11  -.285* 
    Anxiety Symptoms at T2 .129 0.03      .376*** 
 
Step Two (main effects) 
  
 
    Gender .319 1.12  .027 
    Help and Guidance -.656 0.72 -.116 
    Companionship                     .210 0.65  .039 
    Conflict Resolution -.935 0.61 -.168 
    Validation .194 0.64  .037 
    Intimate Exchange -.045 0.72  -.008 
 
Step Three ( Interaction)    
    Gender x Help and Guidance -4.26 1.39    -.538** 
    Gender x Companionship 1.86 1.24 .245 
    Gender x Conflict Resolution 1.25 1.18 .173 
    Gender x Validation .377 1.27 .054 
    Gender x Intimate Exchange                     -1.11 1.39 -.125 
 
R2 
  
.42 
 
F for change in R2    2.76*  
    
Note. †p < .10, *p < .05, *p < .01.    
  
  
EMOTION AND FRIENDSHIP ON ADOLESCENT DEPRESSION                                                        91 
 
Table 19 
 
Gender Moderation of T2 Positive Friendship Qualities and Child-Reported Depressive Symptoms 
Variable 
  
B SE B                               
    
Step One (control variables)    
    Anxiety Symptoms at T2 .113 0.03   .329*** 
 
Step Two (main effects) 
  
 
    Gender -.072 1.25                          -.006 
    Help and Guidance .553 0.72                           .095 
    Companionship  .555 0.63                           .097 
    Conflict Resolution -1.35 0.65            -.234** 
    Validation                    -1.67 0.79 .290** 
    Intimate Exchange .463 0.79                           .080 
 
Step Three ( Interaction)    
    Gender x Help and Guidance -4.26 1.39                         -.538 
    Gender x Companionship 1.86 1.24                          .245* 
    Gender x Conflict Resolution                      1.25 1.18                          .173 
    Gender x Validation                      .377 1.27                          .054 
    Gender x Intimate Exchange                     -1.10 1.39                         -.125 
 
R2  .19  
F for change in R2  1.67  
    
Note. †p < .10, *p < .05, *p < .01.   
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Table 20 
 
Gender Moderation of T2Positive Friendship Qualities and Mother-Reported Depressive Symptoms 
Variable 
  
B SE B                                  
    
Step One (control variables)    
    Depressive Symptoms at T1 .803 0.13       .585*** 
    Anxiety Symptoms at T1 -.453 0.19 -.240 
    Anxiety Symptoms at T2 .772 0.16 .403 
 
Step Two (main effects) 
  
 
    Gender .451 0.49 .081 
    Help and Guidance .172 0.34 .067 
    Companionship                  -.572 0.29 -.217 
    Conflict Resolution .255 0.29 .098 
    Validation                   .434 0.29 .156 
    Intimate Exchange .103 0.34 .036 
 
Step Three ( Interaction)    
    Gender x Help and Guidance -.231 0.76 -.053 
    Gender x Companionship .233 0.65 .059 
    Gender x Conflict Resolution                   .721 0.77 .205 
    Gender x Validation                  -.056 0.63 -.016 
    Gender x Intimate Exchange                  -.596 0.71 -.133 
R2   .49  
F for change in R2  0.45  
    
Note. †p < .10, *p < .05, *p < .01.   
 
 
 
 
EMOTION AND FRIENDSHIP ON ADOLESCENT DEPRESSION                                                        93 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
               
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 1. Gender moderation of anger dysregulation at T1 predicting child-reported depressive symptoms 
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Figure 2. Gender moderation of sadness dysregulation at T1 predicting mother-reported depressive symptoms 
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Figure 3. Gender moderation of anger coping at T1 predicting child-reported depressive symptoms 
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Figure 4. Gender moderation of sadness coping at T1 predicting child-reported depressive symptoms 
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  Figure 5. Gender moderation of sadness coping at T2 predicting child-reported depressive symptoms 
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Figure 6. Gender moderation of anger coping at T1 predicting mother-reported depressive symptoms 
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Figure 7. Gender moderation of anger inhibition at T2 predicting child-reported depressive symptoms. 
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Figure 8. Gender moderation of friendship help and guidance at T1 predicting T2 depressive symptoms 
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Figure 9. Gender moderation between T2 friendship companionship and T2 depressive symptoms 
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Appendix A: Child Measures 
 
1. Youth Assent Script 
2. Child Depression Inventory (Kovacs, 1992) 
3. Emotion Expression Scale for Children (Penza-Clyve & Zeman, 2002) 
4. Child Emotion Management Scales- anger and sadness (Zeman, Shipman, & Penza-Clyve, 2001) 
5. Friendship Quality Questionnaire (Parker & Asher, 1993) 
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Youth Assent Script 
 
Thank you for your interest in our project. I am going to tell you a little bit about the project we are doing and ask that you help us out 
with it.   
Your participation in this project is your choice. Even though your parents have given you permission to help us out, you can still 
choose not to participate. If you decide to participate, you can stop at any time without any consequences.  
If you agree to help us out, we will ask you some questions about your feelings and experiences with friends and have you complete a 
5-minute computer task. We will be asking you these questions and having you do this task so we can learn more about adolescents’ 
feelings and their friendships. 
We will read all the directions and questions to you. You will tell us your answers and we will write them down for you. Please 
answer each question as truthfully as possible. Remember that there are no right or wrong answers. If you do not want to answer a 
question because it makes you feel uncomfortable, please tell me and you may skip it. Your answers to the questions today are 
personal and private. If you have a question or feel confused at any point, feel free to stop and ask.  
All of your answers will be private which means that they will not be shared with anyone unless you tell us you are feeling really bad. 
If you do tell us this, then we will let a parent know so that someone can help you feel better. Your name will not be on your paper, 
and we will be the only ones to will see your answers. 
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Child Depression Inventory 
Pick the sentence that describes you best for the past two weeks.  
Item 1 
 I am sad once in a while. 
 I am sad many times. 
 I am sad all the time. 
Item 15 
 I have to push myself all the time to do my 
schoolwork.  
 I have to push myself many times to do my 
schoolwork. 
 Doing schoolwork is not a big problem. 
Item 2 
 Nothing will ever work out for me. 
 I am not sure if thing will work out for me. 
 Things will work out for me ok. 
Item 16 
 I have trouble sleeping every night. 
 I have trouble sleeping many nights. 
 I sleep pretty well. 
Item 3 
 I do most things ok. 
 I do many things wrong. 
 I do everything wrong. 
Item 17 
 I am tired once in a while. 
 I am tired many days. 
 I am tired all the time. 
Item 4 
 I have fun in many things. 
 I have fun in some things. 
 Nothing is fun at all. 
Item 18 
 Most days I do not feel like eating. 
 Many days I do not feel like eating. 
 I eat pretty well. 
Item 5 
 I am bad all the time. 
 I am bad many times. 
 I am bad once in a while. 
Item 19 
 I do not worry about aches and pains. 
 I worry about aches and pains many times. 
 I worry about aches and pains all the time. 
Item 6 
 I think about bad things happening to me once 
in a while. 
 I worry that bad things will happen to me. 
 I am sure that terrible things will happen to me. 
Item 20 
 I do not feel alone. 
 I feel alone many times. 
 I feel alone all the time. 
Item 7 Item 21 
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 I hate myself. 
 I do not like myself. 
 I like myself. 
 I never have fun at school. 
 I have fun at school once in a while. 
 I have fun at school many times. 
Item 8 
 All bad things are my fault. 
 Many bad things are my fault. 
 Bad things are not usually my fault.  
Item 22 
 I have plenty of friends.  
 I have some friends but I wish I had more. 
 I do not have any friends. 
Item 10 
 I feel like crying every day. 
 I feel like crying many days.  
 I feel like crying once in a while. 
Item 23 
 My schoolwork is alright. 
 My schoolwork is not as good as before. 
 I do very badly in subjects I used to be good 
in. 
Item 11 
 Things bother me all the time. 
 Things bother me many times. 
 Things bother me once in a while. 
Item 24 
 I can never be as good as other kids. 
 I can be as good as other kids if I want to. 
 I am just as good as other kids. 
Item 12 
 I like being with people. 
 I do not like being with people many times. 
 I do not want to be with people at all. 
Item 25 
 Nobody really loves me. 
 I am not sure if anybody loves me. 
 I am sure that somebody loves me. 
Item 13 
 I cannot make up my mind about things. 
 It is hard to make up my mind about things. 
 I make up my mind about things easily. 
Item 26 
 I usually do what I am told. 
 I do not do what I am told most times. 
 I never do what I am told. 
Item 14 
 I look ok. 
 There are some bad things about my looks. 
 I look ugly.  
Item 27 
 I get along with people. 
 I get into fights many times. 
 I get into fights all the time.  
 
  
EMOTION AND FRIENDSHIP ON ADOLESCENT DEPRESSION                                                        107 
 
 
Emotion Expression Scale for Children 
Circle a number from 1 to 5 that describes how you feel.  
1. I prefer to keep my feelings to myself. 
1 2 3 4 5 
Not at all A little true Somewhat true Very true Extremely true 
 
2. I do not like to talk about how I feel. 
1 2 3 4 5 
Not at all A little true Somewhat true Very true Extremely true 
 
3. When something bad happens, I feel like exploding. 
1 2 3 4 5 
Not at all A little true Somewhat true Very true Extremely true 
 
4. I don’t show how I really feel in order not to hurt other’s feelings. 
1 2 3 4 5 
Not at all A little true Somewhat true Very true Extremely true 
     
5. I have feelings that I can’t figure out. 
1 2 3 4 5 
Not at all A little true Somewhat true Very true Extremely true 
 
6. I usually do not talk to people until they talk to me first. 
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1 2 3 4 5 
Not at all A little true Somewhat true Very true Extremely true 
     
7. When I get upset, I am afraid to show it. 
1 2 3 4 5 
Not at all A little true Somewhat true Very true Extremely true 
 
8. When I feel upset, I do not know how to talk about it. 
1 2 3 4 5 
Not at all A little true Somewhat true Very true Extremely true 
     
9. I often do not know how I am feeling. 
1 2 3 4 5 
Not at all A little true Somewhat true Very true Extremely true 
 
10. People tell me I should talk about my feelings more often. 
 
1 2 3 4 5 
Not at all A little true Somewhat true Very true Extremely true 
11. Sometimes I just don’t have words to describe how I feel. 
 
1 2 3 4 5 
Not at all A little true Somewhat true Very true Extremely true 
12. When I’m sad, I try not to show it. 
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1 2 3 4 5 
Not at all A little true Somewhat true Very true Extremely true 
13. Other people don’t like it when you show how you really feel.  
 
1 2 3 4 5 
Not at all A little true Somewhat true Very true Extremely true 
14. I know I should show my feelings, but it is too hard. 
 
1 2 3 4 5 
Not at all A little true Somewhat true Very true Extremely true 
15. I often do not know why I am angry. 
 
1 2 3 4 5 
Not at all A little true Somewhat true Very true Extremely true 
16. It is hard for me to show how I feel about somebody. 
 
1 2 3 4 5 
Not at all A little true Somewhat true Very true Extremely true 
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Child Emotion Management Scales 
 
Children’s Emotion Management Scale: ANGER (self) 
 
Instructions:   Please circle the response that best describes your behavior when you are feeling mad.   
      
 
1. When I am feeling mad, I control my temper. 
 
Hardly-Ever 
1 
 
Sometimes  
2   
 
Often 
3 
 
2. I hold my anger in. 
 
Hardly-Ever 
1 
 
Sometimes  
2   
 
Often 
3 
 
3. I stay calm and keep my cool when I am feeling mad. 
 
Hardly-Ever 
1 
 
Sometimes  
2   
 
Often 
3 
 
4. I do things like slam doors when I am mad. 
 
Hardly-Ever 
1 
 
Sometimes  
2   
 
Often 
3 
 
5. I hide my anger. 
 
Hardly-Ever 
1 
 
Sometimes  
2   
 
Often 
3 
 
6. I attack whatever it is that makes me mad. 
 
Hardly-Ever 
1 
 
Sometimes  
2   
 
Often 
3 
 
7. I get mad inside but I don’t show it. 
 
Hardly-Ever 
1 
 
Sometimes  
2   
 
Often 
3 
 
8. I can stop myself from losing my temper. 
 
Hardly-Ever 
1 
 
Sometimes  
2   
 
Often 
3 
 
9. I say mean things to others when I am mad. 
 
Hardly-Ever 
1 
 
Sometimes  
2   
 
Often 
3 
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10. I try to calmly deal with what is making me feel mad. 
 
Hardly-Ever 
1 
 
Sometimes  
2   
 
Often 
3 
 
11. I’m afraid to show my anger. 
 
Hardly-Ever 
1 
 
Sometimes  
2   
 
Often 
3 
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 Children’s Emotion Management Scale: SADNESS (self) 
                         Instructions: Please circle the response that best describes your behavior when you are feeling sad. 
1. When I’m feeling sad, I can control my crying and carrying 
on. 
Hardly Ever 
1 
Sometime
s 
2 
Often 
3 
2. I hold my sad feelings in. 
Hardly Ever 
1 
Sometime
s 
2 
Often 
3 
3. I stay calm and don’t let sad things get to me. 
Hardly Ever 
1 
Sometime
s 
2 
Often 
3 
4. I whine/fuss about what’s making me sad. 
Hardly Ever 
1 
Sometime
s 
2 
Often 
3 
5. I hide my sadness. 
Hardly Ever 
1 
Sometime
s 
2 
Often 
3 
6. When I’m sad, I do something totally different until I calm 
down. 
Hardly Ever 
1 
Sometime
s 
2 
Often 
3 
7. I get sad inside but don’t show it. 
Hardly Ever 
1 
Sometime
s 
2 
Often 
3 
8. I can stop myself from losing control of my sad feelings. 
Hardly Ever 
1 
Sometime
s 
2 
Often 
3 
9. I cry and carry on when I’m sad. 
Hardly Ever 
1 
Sometime
s 
2 
Often 
3 
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10. I try to calmly deal with what is making me sad. 
Hardly Ever 
1 
Sometime
s 
2 
Often 
3 
11. I do things like mope around when I’m sad. 
Hardly Ever 
1 
Sometime
s 
2 
Often 
3 
12. I’m afraid to show my sadness. 
Hardly Ever 
1 
Sometime
s 
2 
Often 
3 
 
  
EMOTION AND FRIENDSHIP ON ADOLESCENT DEPRESSION                                                        114 
 
Friendship Quality Questionnaire 
 
1. ______________  makes me feel good about my ideas. 
1 2 3 4 5 
not at all true a little true somewhat true pretty true really true 
 
2. ______________ and I make up easily when we have a fight.   
1 2 3 4 5 
not at all true a little true somewhat true pretty true really true 
 
3. ______________ and I argue a lot.   
1 2 3 4 5 
not at all true a little true somewhat true pretty true really true 
 
4. ______________ helps me so I can get done quicker.   
1 2 3 4 5 
not at all true a little true somewhat true pretty true really true 
 
5. ______________ and I always sit together at lunch.   
1 2 3 4 5 
not at all true a little true somewhat true pretty true really true 
 
6. ______________ and I always tell each other our problems.   
1 2 3 4 5 
not at all true a little true somewhat true pretty true really true 
 
7. ______________ tells me I am good at things.   
1 2 3 4 5 
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not at all true a little true somewhat true pretty true really true 
 
8. ______________ and I get over our arguments really quickly.   
1 2 3 4 5 
not at all true a little true somewhat true pretty true really true 
 
9. ______________ and I fight a lot.   
1 2 3 4 5 
not at all true a little true somewhat true pretty true really true 
 
10. ______________ and I help each other with school work a lot. 
1 2 3 4 5 
not at all true a little true somewhat true pretty true really true 
   
 
11. _______________ and I always pick each other as partners for things.  
1 2 3 4 5 
not at all true a little true somewhat true pretty true really true 
 
12. _______________ and I talk about the things that make us sad.   
1 2 3 4 5 
not at all true a little true somewhat true pretty true really true 
 
13. _______________ and I make each other feel important and special.   
1 2 3 4 5 
not at all true a little true somewhat true pretty true really true 
 
14. _______________ and I talk about how to get over being mad at each other.   
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1 2 3 4 5 
not at all true a little true somewhat true pretty true really true 
 
15. _______________ and I get mad a lot.   
1 2 3 4 5 
not at all true a little true somewhat true pretty true really true 
 
16. _______________ and I give advice when figuring things out.   
1 2 3 4 5 
not at all true a little true somewhat true pretty true really true 
 
17. _______________ and I always play together at recess/during breaks. 
   
1 2 3 4 5 
not at all true a little true somewhat true pretty true really true 
 
18.  I talk to _______________ when I’m mad about something that happened to me.   
1 2 3 4 5 
not at all true a little true somewhat true pretty true really true 
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Appendix B: Mother Measures 
 
1. Child Behavior Checklist (Achenbach, 2001) 
 
  
EMOTION AND FRIENDSHIP ON ADOLESCENT DEPRESSION                                                        118 
 
Child Behavior Checklist 
Below is a list of items that describe children and youths. For each item that describes your child now or within the past 6 months, please circle the 2 if 
the item is very true or often true of your child. Circle the 1 if it is somewhat or sometimes true of your child. If the item is not true of your child, circle the 
0. Please answer all items as well as you can, even if some do not seem to apply to your child.  
 
0 = Not True (as far as you know)  1 = Somewhat or Sometimes True   2 = Very True or Often True 
*************************************************************************************************** 
Internalizing Subscale  
5. There is still very little he/she enjoys……………………………………….0 1 2 
14. Cries a lot            ………………………………………………………….. 0 1 2 
29. Fears certain animals, situations, or places, other than school 
 (describe): ______________________________________........................ 0 1 2 
30. Fears going to school……………………………………………………… 0 1 2 
31. Fears he/she might think or do something bad……………………… 0 1 2 
32. Feels he/she has to be perfect…………………………………………….0 1 2 
33. Feels or complains that no one loves his/her………………………… 0 1 2 
35. Feels worthless or inferior……………………………………………….…. 0 1 2 
42. Would rather be alone than with others………………………………0 1 2 
45. Nervous, high-strung, or tense………………………………………….….. 0 1 2 
47. Nightmares……………………………………………………………….. 0 1 2 
49. Constipated, doesn't move bowels…………………………………………. 0 1 2 
50. Too fearful or anxious……………………………………………………… 0 1 2 
51. Feels dizzy or lightheaded……………………………………………..….. 0 1 2 
52. Feels too guilty……………………………………………………………. 0 1 2 
54. Overtired without good reason………………………………………….. 0 1 2 
56. Physical problems without known medical causes: 
 a. Aches or pains (not stomach or headaches)………………… 0 1 2 
 b. Headaches…………………………………………………………….. 0 1 2 
 c. Nausea, feels sick…………………………………………………….. 0 1 2 
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 d. Problems with eyes (not if corrected by glasses)  
  (describe): __________________________________………………. 0 1 2 
 e. Rashes or other skin problems……………………………………  0 1 2 
 f. Stomachaches………………………………………………………… 0 1 2 
 g. Vomiting, throwing up………………………………………………. 0 1 2 
 h. Other (describe): _____________________________………………       0 1 2 
65. Refuses to talk…………………………………………………………….. 0 1 2 
69. Secretive, keeps things to self ……………………………………………. 0 1 2 
71. Self-conscious or easily embarrassed……………………………………. 0 1 2 
75. Too shy or timid…………………………………………………………… 0 1 2 
91. Talks about killing self……………………………………………...……… 0 1 2 
102.  Underactive, slow moving, or lacks energy………………     0 1 2 
103.  Unhappy, sad, or depressed……………………………………………… 0 1 2 
111.  Withdrawn, doesn't get involved with others………………………….….. 0 1 2 
112.  Worries……………………………………………………………………               0 1 2 
0 = Not True (as far as you know) 1 = Somewhat or Sometimes True   2 = Very True or Often True 
*************************************************************************************************** 
Externalizing Subscale 
2. Drinks alcohol without parents’ approval  
 (describe): _______________________________________....................... 0 1 2 
3. Argues a lot………………………………………………………………..  0 1 2 
16. Cruelty, bullying, or meanness to others……………………………0 1 2 
17. Daydreams or gets lost in his/her thoughts……………………………0 1 2 
18. Deliberately harms self or attempts suicide………………………0 1 2 
19. Demands a lot of attention……………………………………………..…. 0 1 2 
20. Destroys his/her own things……………………………………………… 0 1 2 
21. Destroys things belonging to his/her family or others………………0 1 2 
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22. Disobedient at home……………………………………………………… 0 1 2 
23. Disobedient at school………………………………………………….….. 0 1 2 
26. Doesn't seem to feel guilty after misbehaving……………………0 1 2 
28. Breaks rules at home, school, or elsewhere……………………… 0 1 2 
37. Gets in many fights……………………………………………………..…. 0 1 2 
39. Hangs around with others who get in trouble……………………….. 0 1 2 
43. Lying or cheating………………………………………………….……… 0 1 2 
57. Physically attacks people……………………………………………..……. 0 1 2 
63. Prefers being with older kids…………………………………………….…. 0 1 2 
67. Runs away from home………………………………………………………. 0 1 2 
68. Screams a lot……………………………………………………………… 0 1 2 
72. Sets fires…………………………………………………………………… 0 1 2 
73. Sexual problems  
 (describe):_______________________________________....................... 0 1 2 
81. Steals at home…………………………………………………………….... 0 1 2 
82. Steals outside the home…………………………………………………… 0 1 2 
86. Stubborn, sullen, or irritable…………………………………………….. 0 1 2 
87. Sudden changes in mood or feelings………………………………………. 0 1 2 
88. Sulks a lot………………………………………………………………….. 0 1 2 
89. Suspicious…………………………………………………………….……. 0 1 2 
90. Swearing or obscene language……………………………………………0 1 2 
94. Teases a lot………………………………………………………………… 0 1 2 
95. Temper tantrums or hot temper……………………………………………. 0 1 2 
96. Thinks about sex too much……………………………………….……… 0 1 2 
97. Threatens people………………………………………………………….... 0 1 2 
99. Smokes, chews, or sniffs tobacco………………………………………..… 0 1 2 
101.  Truancy, skips school…………………………………………………….. 0 1 2 
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104.  Unusually loud…………………………………………………………… 0 1 2 
105.  Uses drugs for nonmedical purposes (don't include alcohol or tobacco) 
 (describe): ______________________________________........................ 0 1 2 
 
0 = Not True (as far as you know)  1 = Somewhat or Sometimes True   2 = Very True or Often True 
**************************************************************************************************** 
Other Items 
1. Acts too young for his/her age……………………………………………… 0 1 2 
4. Fails to finish things he/he starts…………………………………………0 1 2 
6. Bowel movements outside toilet………………………………………….0 1 2 
7. Bragging, boasting………………………………………………….……… 0 1 2 
8. Can't concentrate, can't pay attention for long……………………0  1 2 
9. Can't get his/her mind off certain thoughts; obsessions  
 (describe): _______________________________________........................  0 1 2 
10. Can't sit still, restless, are hyperactive………………………..………0 1 2 
11. Clings to adults or too dependent………………………………………….. 0 1 2 
12. Complains of loneliness…………………………………………………... 0 1 2 
13. Confused or seems to be in a fog…………………………………………… 0 1 2 
15. Cruel to animals……………………………………………………………. 0 1 2 
24. Doesn't eat well…………………………………………………………… 0 1 2 
25. Doesn't get along with other kids………………………………………….. 0 1 2 
27. Easily jealous……………………………………………………………… 0 1 2 
34. Feels others are out to get him/her………………………………………0 1 2 
36. Gets hurt a lot, accident-prone………………………………………….. 0 1 2 
38. Gets teased a lot…………………………………………………………… 0 1 2 
40. Hear sounds or voices that aren't there  
 (describe): _____________________________________ ………………. 0 1 2 
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41. Impulsive or acts without thinking………………………………………... 0 1 2 
44. Bites fingernails…………………………………………………………… 0 1 2 
46. Nervous movements or twitching  
 (describe): _____________________________________ ………………. 0 1 2 
48. Not liked by other kids…………………………………………………… 0 1 2 
53. Overeating……………………………………………………………….… 0 1 2 
55. Overweight……………………………………………………………..….. 0 1 2 
58. Picks nose, skin, or other parts of body  
 (describe): ______________________________________........................ 0 1 2 
59. Plays with own sex parts in public………………………………….……… 0 1 2 
60. Plays with own sex parts too much……………………………………0 1 2 
61. Poor school work…………………………………………………………… 0 1 2 
62. Poorly coordinated or clumsy……………………………………………. 0 1 2 
64. Prefers being with younger kids……………………………………… 0 1 2 
66. Repeats certain acts over and over; compulsions  
 (describe): ______________________________________......................... 0 1 2 
70. Sees things that aren't there  
 (describe):_______________________________________........................ 0 1 2 
74. Showing off or clowning…………………………………………………… 0 1 2 
0 = Not True (as far as you know)  1 = Somewhat or Sometimes True   2 = Very True or Often True 
**************************************************************************************************** 
76. Sleeps less than most kids………………………………………………… 0 1 2 
77. Sleeps more than most kids during the day and/or night  
 (describe): _______________________________________...................... 0 1 2 
78. Inattentive or easily distracted………………………………………….. 0 1 2 
79. Speech problem  
 (describe):________________________________________..................... 0 1 2 
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80. Stares blankly…………………………………………………………..… 0 1 2 
83. Stores up too many things he/she doesn't need  
 (describe):_________________________________________...................... 0 1 2 
84. Strange behavior  
 (describe):__________________________________________.…………. 0 1 2 
85. Strange ideas 
 (describe): ____________________________________.............................. 0 1 2 
92. Talks or walks in sleep  
 (describe): ______________________________________......................... 0 1 2 
93. Talks too much……………………………………………………………. 0 1 2 
98. Thumb-sucking…………………………………………………………… 0 1 2 
100.  Trouble sleeping  
 (describe): ______________________________________......................... 0 1 2 
106.  Vandalism………………………………………………………………… 0 1 2 
107.  Wets self during the day……………………………………………….….0 1 2 
108.  Wets the bed ……………………………………………………… 0 1 2 
109.  Whining…………………………………………………………………… 0 1 2 
110.  Wishes to be of opposite sex…………………………………………0 1 2 
113.  Please write in any problems your child has that  
  were not listed above: 
_______________________________________________................................ 0 1 2 
_______________________________________________................................. 0 1 2 
_______________________________________________................................. 0 1 2 
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